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ABSTRACT 
 
“A STUDY TO ASSESS THE EFFECTIVENESS OF COMPREHENSIVE NURSING 
REHABILITATION PROGRAMME ON IMPROVING THE QUALITY OF LIFE 
AMONG POST - ACUTE STROKE PATIENTS ADMITTED IN SELECTED MULTI - 
SPECIALITY HOSPITALS AT THANJAVUR CITY.” 
 
INTRODUCTION 
 Stroke is defined  as ‘the rapidly developing clinical symptoms and/or signs of focal 
disturbance of cerebral function, with symptoms lasting more than 24 hours or leading to 
death with no apparent cause other than that of vascular origin
1
  
  
 A Cerebral Vascular Accident (CVA) or stroke is a global health problem. Stroke is 
the 3
rd
   largest killer disease in India. Incidence of stroke in India is around 130 per 10, 
0000 people every year.
2
 It causes nearly 5 million deaths each year in the world. Stroke 
affects 0.25% of entire population. 15 million peoples suffer stroke worldwide each year, 
of these, 5 millions are permanently disabled.
1
 
    
 Stroke is one of the most common devastating disorders. Disability associated 
with stroke significantly interferes with the activities of daily living and, thus, the quality 
of life. Improving quality of life of stroke patient is an ongoing challenge for the health 
care providers and the government. In India the prevalence rate and healthcare cost of 
stroke have dramatically increased. There is limited data on the quality of life in the early 
post-stroke phase and comprehensive rehabilitation program for stroke.
3
 
  
Considering the above stated factors the investigator perceived the need for 
assessing the QOL of post  acute  stroke  patients to rule out the impact of the disease and 
determine the effectiveness of Comprehensive Nursing Rehablitation programme which 
focuses on two domains of human life i.e., psychosocial  domain (Coping Strategies) 
physical domain (Mirror therapy and  ADL Complaince Strategies)  These evidences will 
be utilized to frame secondary level health care practices for effective stroke 
management. 
 
Objectives of the study: 
1. To assess the level of quality of life after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group. 
2. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on quality of life among patients with Post acute stroke in 
experimental and control group. 
3. To find out the association between post test scores of quality of life with their 
demographic of post acute stroke patient in experimental and control group. 
4. To find out the association between post test scores of quality of life with their 
clinical variable of post acute stroke patient in experimental and control group. 
Secondary objectives:  
1. To assess the level of quality of life domains after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group 
2. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on coping ability, upper limb motor function, ADL 
compliance among patients with Post acute stroke in experimental and control 
group. 
3. To find out the relationship among the coping ability, upper limb motor function, 
compliance with ADL strategies with quality of life among patients with Post 
acute stroke in experimental group.   
Hypotheses 
H1:  There is a significant difference in quality of life between patients among 
post-acute stroke those who undergo Comprehensive Nursing 
Rehabilitation Programme  
H2:  There is a significant difference in coping ability upper limb motor 
function, ADL compliance between patients with post-acute stroke those 
who undergo Comprehensive Nursing Rehabilitation Programme CNRP.  
H3:  There is a significant relationship among coping ability, upper limb motor 
function, and ADL compliance among patients with Post acute stroke in 
experimental group.   
The research process for this study was guided by the conceptual framework based 
on Orlando’s deliberate Nursing process Model.  
 
Methodology 
A Non equivalent quasi experimental post test only with control group research 
design was undertaken for the study.  The independent variable for the study was 
Comprehensive nursing rehabilitation programme and the dependent variable was the 
Quality of Life of the stroke patients.  The study was conducted at KSDC hospitals 
(Experimental group) & Meenakshi hospitals Thanjavur. (Control group) Samples were 
post acute stroke patients who are fulfilling the inclusion criteria. There Were Totally 100 
samples were selected by using convenience sampling technique 50 samples were 
participated in control group and 50 were participated in experimental group. 
 
The data collection instrument was modified SSQOL tool which has two 
dimensions, like Psychological and Physical domain.  The data was collected by using 
structured interview schedule. Comprehensive Nursing rehabilitation programme is the 
combination of nursing interventions which was given using appropriate IEC material on 
coping strategies (for psychosocial domain and mirror therapy, ADL compliance practice 
(for physical domain), which was implemented by the investigator with a period of 30 
minutes for 10 days.post test 1 was conduct at the end of 2
nd
 week and post test 2 was 
conduct at the end of 4
th
 week. The data were entered into Excel sheet and analyzed 
through Statistical Package for SPSS 16.0 version. Significance for all analyses was set at 
p< 0.05 level. 
 
RESULTS & DISCUSSION 
The analysis revealed that the Psychosocial outcome level between the groups un 
paired t test value was t = 9.480 which was greater than the table value at p<0.001 and 
Physical outcome level between the groups un paired t test value was t = 9.274 which 
was greater than the table value at p<0.001 Hence, the Null hypothesis was rejected.  
 
This showed that the comprehensive nursing rehabilitation programme was 
effective in enhancing the quality of life of post acute stroke patients. The study has also 
revealed that the Comprehensive Nursing Rehabilitation Programme (CNRP) had 
significant impact on coping ability, motor function and ADL compliance and Significant 
association of the mean differed QOL scores were also drawn for selected demographic 
and clinical variables. 
 
CONCLUSION  
The study concluded that Comprehensive Nursing Rehabilitation Programme 
(CNRP) was an effective intervention tool in improving the QOL of the stroke patients. 
Hence, the study recommended the utilization of Comprehensive Nursing Rehabilitation 
Programme (CNRP) by Nurse Educators, Nurse Administrators, Nurse Researchers and 
Health care professionals to improve the QOL among stroke patients.    
         
KEY WORDS: Effectiveness, Comprehensive Nursing Rehabilitation Programme, post 
acute ischemic stroke patients. 
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CHAPTER I 
INTRODUCTION 
“You were sick, but now you're well again, and there's work to do.”  
                 Kurt Vonnegut, Time quake 
 Stroke is defined  as ‘the rapidly developing clinical symptoms and/or signs of 
focal disturbance of cerebral function, with symptoms lasting more than 24 hours or 
leading to death with no apparent cause other than that of vascular origin
1
   
  A Cerebral Vascular Accident (CVA) or stroke is a global health problem. Stroke 
is the 3
rd
   largest killer disease in India. Incidence of stroke in India is around 130 per 10, 
0000 people every year.
2
 It causes nearly 5 million deaths each year in the world. Stroke 
affects 0.25% of entire population. 15 million peoples suffer stroke worldwide each year, 
of these, 5 millions are permanently disabled.
1
 
Stroke is one of the most common devastating disorders. Disability associated 
with stroke significantly interferes with the activities of daily living and, thus, the quality 
of life. Improving quality of life of stroke patient is an ongoing challenge for the health 
care providers and the government. In India the prevalence rate and healthcare cost of 
stroke have dramatically increased. There is limited data on the quality of life in the early 
post-stroke phase and comprehensive rehabilitation program for stroke.
3
  
Considering the above stated factors the investigator perceived the need for 
assessing the QOL of Post acute stroke  patients to rule out the impact of the disease and 
2 
 
 
 
determine the effectiveness of Comprehensive Nursing Rehabilitation programme  which 
focuses on two domains of human life i.e., physical domain (through Mirror therapy and  
ADL Compliance strategies ) and psychosocial  domain (through Coping Strategies). 
These evidences will be utilized to frame secondary level health care practices for 
effective stroke management. 
  1.1 BACKGROUND AND SIGNIICANCE OF THE PROBLEM  
 Stroke is a major cause of long term physical, cognitive, emotional, social and 
vocational disability. Among stroke survivors, half are permanently disabled. Paralysis is 
one of the most common disabilities resulting from stroke. More than 70% of stroke 
survivors remains vocationally impaired and more than 30% requires assistance with 
activities of daily living.
3
 
 Stroke is a leading cause of long term disability in community as about 30 to 50% 
of the patients who sustain a stroke are left with considerable residual deficits.
 
A hospital 
based study done at National Institute of Mental Health and Neurosciences (NIMHANS), 
showed that 57% of subjects with stroke had moderate to severe disability at the time of 
discharge.
 
The post stroke disabilities are due to loss of locomotion and activity of daily 
living (ADL), cognition and communication skills.
4  
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Source; Feigin V et al. Neuro epidemiology 2015; 161-176 
Despite the  fact  stroke  is largely  preventable ,the  global incidence  of  stroke  
is rising, still  there is relatively  low awareness  of the risk factors and  until stroke  has 
not been  seen  as a top health care priority Between  1990 – 2013 the  number of death 
from stroke has been dramatically increased it indicate that  there is a high need to 
optimize stroke  prevention and improve stroke  management.
5
 
Ischemic heart disease and stroke are the predominant causes and are responsible 
for >80% of CVD deaths. The Global Burden of Disease study estimate of age-
standardized CVD death rate of 272 per 100 000 population in India is higher than the 
global average of 235 per 100 000 population. Premature mortality in terms of years of 
life lost because of CVD in India increased by 59%, from 23.2 million (1990) to 37 
million (2010).
6
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1.1.1 Cerebrovascular disease: a burning problem 
It is a fact that cerebrovascular disease is a huge public health problem imposing 
both a large disease burden and a large economic burden on our country. A more 
disconcerting fact than this is that the dimension of the problem is increasing with 
passing years and is likely to accelerate further in the coming years. This is evident from 
the increasing prevalence and incidence of stroke in various studies.
7
 
Approximately 20 million people each year will suffer from stroke and of these 5 
million will not survive.
8
 In developed countries, stroke is the first leading cause for 
disability, second leading cause of dementia and third leading cause of death. Stroke is 
also a predisposing factor for epilepsy, falls and depression in developed countries and is 
a leading cause of functional impairments, with 20% of survivors requiring institutional 
care after 3 months and 15% - 30% being permanently disabled.
9 
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1.1.1.1. Global Epidemiology of Stroke 
 Stroke affects more than 700,000 individuals annually in the United States (approximately one 
person every 45 seconds). About 500,000 of these are first attacks, and 200,000 are recurrent 
attacks.44 
 Stroke is the second leading cause of death in the world, 5.7 million deaths each Year.10 
 Stroke is the third leading cause of death in the United States.10 
 Someone in the U.S. dies every 3.3 minutes from stroke.10 
 More than 4 million people in the United States have survived a stroke or brain attack and are 
living with the after-effects.10 
 1 in 6 people in the world will suffer a stroke in their life time.11 
 Every 2 seconds someone are in the world suffer a stroke.11 
 Every 6 seconds someone will be disables due to stroke.11 
 22 percent of men and 25 percent of women die within a year of their first stroke.11 
 14 percent of people who have a stroke or TIA will have another within a year.10 
 About 25 percent of stroke victims will have another episode within five year.10 
 7.6 percent of ischemic strokes and 37.5 percent of hemorrhagic strokes result in death within 
30 days.11 
Epidemiology of stroke in India 
 Prevalence 90-222 per 100,000 17 
 1.44-1.64 million cases of new acute strokes every year.13 
 6,398,000 DALYS.
9 
 12% of strokes occur in the population aged <40 years 13 
 28-30 day case fatality ranges from 18-41% 12 
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Figure 1.1.1.1: Current statistics for stroke survival rates 
Source : American heart association – heart disease and stroke statistics – 2014.10 
1.1.1.2 Burden of Stroke  
Disability Adjusted Life Years (DALY) loss even after adjustment for 
cardiovascular risk factors.
14
 In 1997, it was estimated that 28.5 million DALYs were lost 
due to stroke worldwide; nearly 6times higher than that of malaria  This is projected to 
increase to 61 million DALYs in2020 and 84% of these DALYs lost will be in 
developing countries12. In South East Asia alone, where India comprises 81% of the 
population, 6.36 million DALYs are estimated to be lost due to stroke.
15
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Stroke is no longer a disease of the developed world: Low and middle-income 
countries account for 85.5% of total stroke deaths worldwide and the number of 
disability-adjusted life years in these countries was approximately seven times that in 
high-income countries.
16
 
Developing countries like India are facing a double burden of communicable and 
non-communicable diseases. Stroke is one of the leading causes of death and disability in 
India. The estimated adjusted prevalence rate of stroke range, 84-262/100,000 in rural 
and 334-424/100,000 in urban areas. The incidence rate is 119-145/100,000 based on the 
recent population based studies.
18
 
Burden of neurological illness is much higher in developing countries. 
Neurological disorders in these countries are mainly due to poverty and malnutrition. 
Spectrums of diseases are also different in comparison with developed countries. Lack of 
resources, ignorance, and overpopulation make it very difficult and challenging to tackle 
this problem. Majority of the patients are seen by general practitioners who have little 
knowledge about neurological illnesses. Most of the countries have very few or no 
neurologist. There is a greater need of taking neurological care at primary care level 
where majority of the patients struggle with epilepsy, stroke and neuron infections.
19 
   
 Significant mismatch between the provision of specialized neurologic services 
and the requirement for them exists, especially in rural areas. Also, health insurance is 
not available for the majority, with patients having bear the costs themselves, thus 
limiting the procurement of available healthcare facilities. Neurologic training centers are 
few and the availability of laboratory facilities and equipment is largely limited to the 
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metropolitan areas. Cultural practices, superstitious beliefs, ignorance, and social stigma 
may also impede the delivery of neurologic care. Optimizing available human resources, 
integrating primary, secondary, and tertiary healthcare tiers and making medical 
treatment more affordable will improve the neurologic care in the developing world.
20 
 
The Indian Council of Medical Research has estimated that mortality due to 
stroke increased by 8% between 1998 and 2004. The Global Burden of Disease Study has 
projected that total deaths from stroke in India will surpass established market economies 
by year 2020.
21
 
 According to the Indian Council of Medical Research there were 930,985 cases of 
stroke in 2004 in India with 639,455 deaths In India, stroke incidence is certain to 
increase in the coming years due to.
21
 
(1) Increase in population; 
(2) Increase in life-expectancy; 
(3) Rapid urbanization from migration of villagers to the cities; 
(4) Changing lifestyles involving sedentary Habits, smoking, excess alcohol 
use, etc. 
(5) Rising stress levels. 
1.1.1.3 Economic burden of stroke  
 Stroke, like other chronic diseases imposes direct costs (e.g. the cost of medical 
care), indirect costs (e.g. the cost incurred due to loss of productivity) and intangible 
costs (e.g. the cost of suffering or pain). No methodologically rigorous study has 
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estimated the economic burden of stroke in any of the South Asian countries.
22
 However; 
rough estimates indicate that India lost 8.7 billion international dollars (US dollar at 1998 
terms) in 2005 due to coronary artery disease (CAD), stroke and Diabetes.
23
 This is likely 
to increase to 54 billion international dollars by 2015. It is estimated that India’s growth 
of gross domestic product may fall by 1% because of the combined economic impact of 
CAD, stroke and diabetes.
24
 
Figure 1.1.1.3: Breakdowns of Direct Costs of Stroke 
Source; Demaerschalk, BM cost  burden of ischemic stroke 2010.
25
 
1.2  NEED FOR THE STUDY 
A stroke, sometimes called a brain attack, occurs when a clot blocks the blood 
supply to the brain or when a blood vessel in the brain bursts. Stroke can be caused by 
either too little blood to the brain, a ischemic stroke, or too much blood in the skull, 
a hemorrhagic stroke. Those who survive a stroke can experience permanent disabilities 
including motor dysfunctions such as hemiparesis. This dysfunction is defined as motor 
weakness occurring on one side of the body.
26 
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Persons with hemi paresis experience difficulty in carry out many activities of 
daily living due to muscular weakening. In particular, many persons with hemi paresis 
experience hand weakness and dysfunction. Without functional use of the hand, people 
may experience difficulty feeding themselves, brushing their teeth, or even greeting 
another person with a simple handshake. When patients cannot complete the tasks they 
once were capable of doing, their self-worth and self-esteem may decrease. Not being 
able to independently take care of one’s self may also have negative effects on a person’s 
attitude.
26
  
 Disability associated with stroke significantly interferes with the activities of daily 
living and, thus, the quality of life. Quality of life is a complex concept comprising 
physical, emotional and social well-being. While health is an essential ingredient of this 
concept, World Health Organization (WHO) identifies health-related quality of life as 
individuals' perception of their position in life according to their purposes, expectations, 
standards and worries within the context of the culture and value system in which they 
live. Social support helps patients to cope with the stress associated with the disease and 
treatment. Thus nursing staff needs to consider the patients' social support systems, 
including home environment, family and partners. 
27
 
Rehabilitation is an active participatory process to minimize the neurological 
impairment resulting from stroke.  The main goal of the rehabilitation is to return the 
patient to home and maximize recovery by providing safe, progressive regimen suited to 
the individual patient. Proper rehabilitation of stroke patients includes early physical, 
occupational and speech therapy.
28
 A study conducted among stroke patients found that 
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proper rehabilitation therapy results in better motor recovery. Physical therapy helps to 
reverse the disabilities caused by stroke.
29
 
In the United States more than 700,000 people suffer a stroke each year and 
approximately two-thirds of these individuals survive and require rehabilitation. The 
goals of rehabilitation are to help survivors become as independent as possible and to 
attain the best possible quality of life. Even though rehabilitation does not "cure" the 
effects of stroke in that it does not reverse brain damage, rehabilitation can substantially 
help people achieve the best possible long-term outcome.
30
 
Continuous care and long term rehabilitation therapy is essential for stroke 
patients to prevent complication and to regain the activities. Among stroke patients 10% 
require regular care and 60% require physical rehabilitation.
2
 
Stroke rehabilitation typically includes both physical and mental therapy 
techniques can be used to improve the patient's responses, and various types of stroke 
rehabilitation are encouraged to help regain coping, motor functions and activity of daily 
living.
29
 
  Stroke care requires active participation of clinicians from different disciplines 
and not merely neurology. Any national program that we initiate would require leaders 
well trained with knowledge skills and attitude needed to care for stroke patients. Though 
doctors can best play this role, a stroke care team would also require well equipped and 
swift ambulance services, trained paramedical and nursing personnel, swift access to 
radiology, and rehabilitation facilities.
31
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Coping is a powerful determinant of QOL, Both coping strategies tenacious goal 
pursuit and flexible goal adjustment coping strategies were important determinants of 
QOL.
30 
 
Stroke patients recover the lost function in three ways, overcoming learned 
nonuse, learning to use existing redundant neural pathways that don’t include damaged 
brain tissue and the development of neural pathways through brain plasticity. Mirror 
therapy is relatively new therapeutic intervention that focuses on moving the unimpaired 
limb. Mirror therapy works under the principle of development of neural pathways 
through brain plasticity.  Mirror therapy involves performing movements of the 
unimpaired limbs, while watching its mirror reflection superimposed over the impaired 
limbs that creating visual illusion of enhanced movement capability of the impaired 
limb.
31
other methods of rehabilitation therapy exercises the muscles; the mirror therapy is 
the only one which exercises brain and nerves.  Stroke patients tend to avoid the use of 
affected limb. Mirror therapy may help to reverse elements of learned disuse of the 
affected limb.
32
 
Need for sound epidemiological data from most countries to understand the 
disease better and plan policy-level interventions to decrease the burden. We identify a 
need for standard format or guidelines for conducting stroke epidemiological studies 
especially in developing Asian countries. This region must be identified as a priority 
region for stroke-related interventions and preventive strategies by global healthcare 
authorities and organizations.
33
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Despite wide heterogeneity in the prevalence of cardiovascular risk factors across 
different regions, CVD has emerged as the leading cause of death in all parts of India, 
including poorer states and rural areas. The progression of the epidemic is characterized 
by the reversal of socioeconomic gradients; tobacco use and low fruit and vegetable 
intake have become more prevalent among those from lower socioeconomic 
backgrounds. In addition, individuals from lower socioeconomic backgrounds frequently 
do not receive optimal therapy, leading to poorer outcomes. Countering the epidemic 
requires the development of strategies such as the formulation and effective 
implementation of evidence-based policy, reinforcement of health systems, and emphasis 
on prevention, early detection, and treatment with the use of both conventional and 
innovative techniques. Several ongoing community-based studies are testing these 
strategies.
34
 
There is still a paucity of studies on psychological determinants of post stroke 
health-related quality of life. The reviewed studies supported the importance of 
psychological factors, but further research is needed to supplement the available evidence 
and to examine how psychological factors can be modified to improve health-related 
quality of life, and at what moment after the stroke these interventions should be given.58 
The evidences from above related literatures prove that various factors influence 
the QOL among stroke patients. The investigator being specialized in Medical surgical 
Nursing and having experience in working with specialty hospitals and treat the many 
patient with stroke in secondary & tertiary level care and researcher was motivated by the 
above studies to undertake the present study which aimed to ensure that the stroke 
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patients will have optimum quality of life to cope with the disease conditions and enable 
the clients to lead a healthy life.  Hence, appropriate nursing care interventions were 
chosen, converged and executed as part of comprehensive health care services for the 
stroke patients. 
Hence, the investigator devised these interventions into a Comprehensive nursing 
rehabilitation programme which is an efficient integrated nursing care package to 
improve the QOL. The focuses of these services are on the physical and psychological 
domains of QOL among the stroke patients, implemented at all levels of health care for 
effective management of stroke. 
Considering the above stated factors the investigator perceived the need for 
assessing the QOL of stroke patients  to rule out the impact of the disease and determine 
the effectiveness of Comprehensive nursing rehabilitation programme package which 
focuses on two domains i.e., physical domain (motor function of hand & daily self-care 
activity) and psychological domain  (coping ability)  on QOL.  These evidences will be 
utilized to frame at all level of health care practices for effective stroke management. 
The present study will reflect the efficiency of Comprehensive nursing 
rehabilitation programme on QOL and guide the health care professionals to improve the 
intervention strategies, thus it will avert the serious impact on health status among stroke 
patients and enhance their QOL. 
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1.3 STATEMENT OF THE PROBLEM 
“A STUDY TO ASSESS THE EFFECTIVENESS OF COMPREHENSIVE NURSING 
REHABILITATION PROGRAMME ON IMPROVING THE QUALITY OF LIFE 
AMONG POST - ACUTE STROKE PATIENTS ADMITTED IN SELECTED MULTI - 
SPECIALITY HOSPITALS AT THANJAVUR CITY.” 
1.4. OBJECTIVES OF THE STUDY: 
1. To assess the level of quality of life after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group. 
2. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on quality of life among patients with Post acute stroke in 
experimental and control group. 
3. To find out the association between post test scores of quality of life with their 
demographic variables of Post acute stroke patient in experimental and control 
group. 
4. To find out the association between post test scores of quality of life with their 
clinical variables of Post acute stroke patient in experimental and control group. 
Secondary objectives:  
1. To assess the level of quality of life domains after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group 
16 
 
 
 
2. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on coping ability, upper limb motor function, ADL 
compliance among patients with Post acute stroke in experimental and control 
group. 
3. To find out the relationship among the coping ability, upper limb motor function, 
ADL compliance with quality of life among patients with Post acute stroke in 
experimental group.   
1.5. HYPOTHESES 
H1:  There is a significant difference in quality of life between patients among 
Post acute stroke those who undergo Comprehensive Nursing 
Rehabilitation Programme  
H2:  There is a significant difference in coping ability upper limb motor 
function, ADL compliance between patients with Post acute stroke those 
who undergo Comprehensive Nursing Rehabilitation Programme CNRP.  
H3:  There is a significant relationship among coping ability, upper limb motor 
function, and ADL compliance with quality of life among patients with 
Post acute stroke in experimental group.   
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1.6 OPERATIONAL DEFINITIONS 
 1. Effectiveness: It is the outcome of quality of life after administration of 
Comprehensive Nursing Rehabilitation Programme (CNRP) which is appraised by 
Modified Stroke Specific- Quality Of Life scale (SS - QOL) and measured with an 
interval of 2
nd
 and 4
th 
week k of intervention. 
 2.  Comprehensive Nursing Rehabilitation Programme (CNRP): It is refers to 
the package systematically designed by the researcher and is used to enhance the stroke 
patients coping ability & functional ability in caring for themselves. This programme is 
provided through programmed instruction with A.V.Aids to all Post acute stroke patients 
in experimental group it is planned for 30 minutes daily for 10 days  It includes,  
A. Coping Strategies: Is a measure to improve the coping ability 
after stroke for better adherence to the treatment by tenacious goal 
pursuit (assimilative) and flexible goal adjustment 
(accommodative) coping strategies methods prescribed by stroke foundation this 
counseling session lasts for 30 minutes on the day prior to the intervention. Coping 
ability is measured by coping strategies inventory. 
B. Mirror Therapy: Mirror therapy is a physical rehabilitation 
measure using a mirror box of size 30cm length and 20cm 
width. A mirror is placed on a table in front of the patient, 
parallel to his mid sagittal plane, place the good hand in front 
of the mirror and place the affected hand behind the mirror due to the mirror, the patient 
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sees a reflection of the good hand where the affected hand would be. The patient thus 
receives artificial visual feedback that the "affected” limb is now moving when they 
move the good hand. And Perform gentle movements while looking in the mirror each 
exercise should be repeated 5 times. (For 20 minutes daily for 10 days) upper limb motor 
function is measured by ARAT scale. 
  C. Compliance strategies to perform  Activity of Daily 
Living: It refers to ability of the client to involve in self-care 
activities with or without minimal assistance and  it is 
planned to demonstrate by using a self-care booklet ( includes 
nutrition, bowel & bladder habits, dressing &grooming, oral 
hygiene, communication and vision) for 10 minutes at the end of first session. ADL 
Compliance is measured by ADL compliance check list. 
3.   Quality Of Life:  Stroke patient response regarding their quality of life an interview 
schedule as measured by Modified Stroke Specific- Quality Of Life scale (SS - QOL) 
which include following domains.  
 Psychological domain (coping ability) 
 Physical domain (motor function of hand & ADL activity) 
4.      Post acute stroke:  Patient registered and diagnosed to have acute ischemic stroke 
by a physician (within 7 to 14 days) after acute treatment and became medically stable 
and focused for rehabilitation care. 
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1.7 ASSUMPTION 
The investigator assumes that: 
1. The quality of life of the stroke patients may depends on the degree of reactions, 
response and reconstitution with the stressors. 
2. It is possible that the participants in this study may not be representative of all 
stroke survivors with hemi paresis, due to the fact that they were highly motivated 
and volunteered for the study.  
3. The stroke patients is an individual who may have own basic energy resources 
which may be surrounded by normal line of defense and flexible line of defense. 
1.8 DELIMITATIONS 
There were several delimitations for this study.  
 Study participants who are admitted in these two hospitals (KSDC & Meenakshi 
hosipital) in thanjavur district.  
 Mild to moderate stroke patients with minimal disability  
 It relied solely on volunteer participation. 
 Sample size was 100. 
 Data was  collected in  2 to 4 weeks  
 Use of non standardized  tool to assess the coping ability and ADL compliance 
 Measurement of compliance will be done through verbal response only.  
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1.9 CONCEPTUAL FRAMEWORK (ORLANDO’S DELIBERATE NURSING 
PROCESS MODEL) 
 A conceptual frame work refers to a frame work of prepositions for conducting 
research.
124 
 Conceptual frame work provides clear description of variables suggesting ways or 
method to conduct the study and guiding the interpretation, evaluation and integration of 
study findings.
123
 
 Orlando’s deliberate nursing process model was selected for this present study. 
In this theory the nurse reacts to patient’s behavior by ascertaining both the meaning of 
the distress and what would alleviate the distress.
124
 
Orlando’s deliberate nursing process model consists of three components namely, 
 Patient behavior 
 Nurse reaction 
 Nurse’s action. 
Patient behavior 
 According to theory, patient behavior means, patient feels helpless and person’s 
behavior reflects his feelings. It can be assessed by baseline data collected from patients 
(demographic data & clinical data), and assessment of physical (motor function of hand 
& daily self-care activity) by using ARAT scale, ADL Compliance check list and 
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psychological (coping ability) aspect of health by using coping strategies inventory. 
Overall quality of life is assed by using modified stroke specific quality of life scale, 
Nurse reaction 
Nurse’s reaction is comprised of three sequential parts: 
 Perception: The nurse perceives the behavior through any of her senses. 
 Thought: The perception leads to automatic thought. 
 Feeling: The thought produces an automatic feeling. 
In this present study,  
 Nurse’s perception is coming to a conclusion about poor coping ability, impaired 
motor function and ADL performance with assistance. 
 Nurse’s thought is to perform Improve coping ability, upper limb motor function and 
Perform ADL by minimal assistance or without assistance.  
  Nurse’s feeling is to include Coping strategies, mirror therapy and ADL Compliance 
strategies. 
Nurse’s action 
 According to the theory nurse activity can be automatic (decided on for reason 
other than the patient’s immediate need) or deliberative (resulting from correctly 
identifying patient’s need through validation of an interpretation made from the patient’s 
behavior). 
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 In this present study nurse’s deliberative action is to implement the 
Comprehensive Nursing Rehabilitation programme to improve quality of life of Post 
acute stroke patients  
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FIG: 1.9 CONCEPTUAL FRAMEWORK (ORLANDO’S DELIBERATE NURSING PROCESS) 
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SUMMARY 
   This chapter has dealt with Introduction, need for the study and statement of the 
problem, objective, operational definitions, hypothesis, delimitation and conceptual 
framework of the study. 
OUTLINE OF THE REPORT 
          Further aspects of the study are presented in the following chapters. 
Chapter II: Review of related literature. 
Chapter III:    Review Methodology which includes research approach design, 
setting, population, sample,  and sampling technique, data collection, 
description of tools, validity and reliability of tools, development of 
acupressure and reflexology intervention, pilot study, data collection 
procedure, and   plan for analysis of data. 
Chapter IV:   Analysis and data interpretation  
Chapter V:   Discussion 
Chapter VI:  Summary, conclusion, nursing implications, recommendations and 
limitations of the study. 
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CHAPTER – II 
REVIEW OF LITERATURE 
Review of literature is an important step in which an exclusive and extensive 
research on the concerned topic is done to gather relevant information.
120
 this chapter 
presents review of selected literature relevant to the present study.  
Review of literature is an important step in the development of the research. The 
investigator had carefully reviewed literature based on objective of the study. Present 
study aimed to improve quality of life by comprehensive nursing rehabilitation 
programme Review further helps in developing the broad conceptual content in which the 
problem fits the methodology and construction of the tool, development of an instrument 
module and analysis of the data. An extensive review of related research and non 
research literature was undertaken and an attempt was used to organize the material.  
The review of literature is organized under the following headings:  
Section I:  
Review of Burden of stroke and current health status and Health characteristics in India.  
Section II:  
 Review of literature on stroke and its management,  
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Section III:  
 Research studies related to stroke facts and recent trends in stroke management. 
Section IV:  
 Research studies related to quality of life, coping ability, upper limb motor 
function, activity of daily living after stroke. 
Section V:  
 Research studies related to Effectiveness of Coping Strategies, Mirror Therapy 
and ADL Compliance strategies in improving quality of life.  
Section VI:  
 Research studies related to Effectiveness of rehabilitation programme in 
improving quality of life after stroke  
 
 
 
 
 
27 
 
 
 
2.1. REVIEW OF LITERATURE ON THE BURDEN OF STROKE AND 
CURRENT HEALTH CARE SERVICES IN INDIA 
2.1.1. Introduction: 
In order to understand the background of this research study, this chapter provides 
an overview of population profile of India and its health characteristics. over several 
decades with changes in life style and  improvements in healthcare, the leading cause for 
death have shifted from acute communicable disease to non communicable diseases for 
example cerebrovacular disease, cardiac disease and diabetes mellitus have been the 
major cause of death recently. In 2000 stroke is a third leading cause for death and 
disability.  
2.1.2. Population profile of Tamilnadu and its health characteristics   
Tamil Nadu covers an area of 130,058 km
2
 (50,216 sq mi), and is the eleventh 
largest state in India. 72 Million Population (50% Female population), 58 Million 
Literates (80% Literacy Rate) 48.5% of the population live in urbanized locality Tamil 
Nadu is the eleventh-largest state in India by area and the sixth-most populous. The state 
was ranked sixth among states in India according to the Human Development Index in 
2011, with the second-largest state economy after Maharashtra. Tamil Nadu is the second 
largest state economy in India with 4,789 billion (US$71 billion) in gross domestic 
product. Tamil Nadu was ranked as one of the top seven developed states in India based 
on a "Multidimensional Development Index" in a 2013 report published by the India. Its 
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official language is Tamil, which is one of the longest-surviving classical languages in 
the world. 
35
 
Thanjavur district is located at 10.08°N 79.16°E in Central Tamil Nadu bounded 
on the northeast by Nagapattinam District, on the east by Tiruvarur District, on the south 
by the Palk Strait, of Bay of Bengal on the west by Pudukkottai District, and on the north 
by the river Kollidam, across which lie Tiruchirappalli and Perambalur districts.  
Thanjavur is one of the 32 districts of the State of Tamil Nadu, in South-eastern India.   
Its headquarters is Thanjavur. As of 2011, Thanjavur district had a population of 
2,405,890 with a sex-ratio of 1,035 females for every 1,000 males. Much above the 
national average of 929. A total of 238,598 were under the age of six, constituting 
121,949 males and 116,649 females. The average literacy of the district was 74.44%, 
compared to the national average of 72.99%.
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2.1.3. Core Health Policy 
Tamilnadu is ranked among the high-performing States in India, in the area of 
human development. The State is noted for its low mortality rates and effective 
healthcare services. It has pioneered many new approaches to enhance effective access to 
quality health care at low financial costs. Over the last few decades, healthcare in the 
state of Tamil Nadu has improved significantly, with more people having increased 
access to medical care. There is a strong commitment to high performance in the health 
sector. The Government of Tamil Nadu developed a Health Policy in 2003. The Health 
Policy aims to address key health challenges, combat non-communicable diseases and 
accidents, strengthen management of health systems and increase effectiveness of public 
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sector healthcare services. The policy focuses on improving the health status of the 
general population, with special emphasis on low-income, disadvantaged and tribal 
communities, over the next two decades.
36
 
The Tamil Nadu Health Systems Project (TNHSP), implemented by the Health 
and Family Welfare Department (Government of Tamilnadu), lends its support to the 
Health Policy of 2003 and focuses on improving the health status of people belonging to 
the lower socio-economic strata. New approaches to address non-communicable diseases, 
addressing the health needs of the tribal’s and partnerships with the NGOs form the core 
of this project.
37 
 NCD Intervention in Tamil Nadu Government of Tamil Nadu, with the support 
of the World Bank, launched the Tamil Nadu Health System Project (TNHSP) during 
2005-2010. One of the four major components of TNHSP was ‘Developing effective 
models to combat non-communicable diseases and accidents’. The major elements of this 
initiative were health promotion and pilot testing of clinic based interventions for NCD 
control. Health promotion activities included Behavior Change Communication (BCC) 
focused on cardiovascular risk reduction within the community, workplace, and 
schools.
37
 
2.1.4 National Health Programme  
It is estimated that NCDs accounted for 53% of the total mortality and 44% of 
disability adjusted life years (DALYs) lost in India, in 2005, with projections indicating a 
further rise to 67% of total mortality by 2030  CVD is the major contributor to this 
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burden and accounts for 52% of NCD-associated mortality and 29% of total mortality. 
CVD related deaths are expected to rise from 2.7 million in 2004 to 4 million by 2030. 
Cause specific mortality in India Most NCDs have shared risk factors (tobacco use, 
unhealthy diet, physical inactivity, alcohol use) and integrated interventions targeting 
these risks form the cornerstone of the effort to prevent and control NCDs. 
38
 
Existing programmes for NCDs the country has some existing national 
programmes for NCD prevention and control. These include the National Cancer Control 
Programme (NCCP) initiated in 1975, the National Trauma Control Programme, the 
National Programme for Control of Blindness (NPCB), the National Mental Health 
Programme (NMHP), the National Tobacco Control Programme (NTCP), and the recent 
National Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular 
Diseases and Stroke (NPCDCS). There is a proposal to merge the NCCP with NPCDCS. 
In addition to tracking financial allocations, efforts around monitoring and evaluation of 
NCD programmes are now planning to focus on health indicator/health outcome based 
monitoring and enforcement of benchmarks for performance assessment.39 
National Rural Health Mission (NRHM) The focus of the mission is on 
establishing a fully functional, community owned, decentralized health delivery system 
with inter-sectoral convergence at all levels to ensure simultaneous action on a wide 
range of determinants of health like water, sanitation, education, nutrition, social and 
gender equity. It aims to improve the health status of the people especially those who live 
in villages by providing rural healthcare services effectively and efficiently.
40
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National Urban Health Mission (NUHM) With a focus on slums and urban poor, 
the NUHMs core strategies include decentralized planning, flexibility to develop city-
specific models, strengthen the urban health system, capacity-building, development of 
partnership with community-based organization, Nongovernmental organization, 
charitable organization and other stakeholders, development of information and 
technology and E-governance system for effective monitoring and evaluation 
implementation of health scheme and intersectional convergence with other schemes such 
as Jawaharlal Nehru Urban Renewal Mission, Rajiv Awas Yojana etc., under NUHM 
there are 134 Urban Primary Health Care Centres for small urban towns.
40
 
The Chief Minister’s Comprehensive Health Insurance Scheme was launched in 
the State in 2011-12 with the aim to provide Universal Healthcare to All by providing 
free medical surgical treatment in Government and private hospitals to any family whose 
annual income is less than Rs.72,000 by meeting all expenses relating to the 
hospitalization of the beneficiary. The scheme provides a coverage upto Rs.1, 00,000 per 
family per year on floater basis for ailments and procedures. For certain specified 
ailments and procedures and critical nature the overall limit is increased to Rs.1,50,000. 
The scheme covers 1016 life saving procedures inclusive of 23 diagnostic procedure and 
113 follow up packages which includes cardiology and cardiothoracic surgery, Oncology, 
Urology, Neurology and neuro surgery, Ophthalmology, Gastroenterology, Plastic 
surgery, E.N.T, Gynecology and hematology. As of 2013-14 the scheme is implemented 
through 829 hospitals (Government 142 + private 687). Total number of health card 
issued in the State was 1.29 crore. Cumulatively upto the end of the year 2013-14 totally 
6.47 lakh persons were benefitted. Of which 61 percent received treatment from private 
32 
 
 
 
hospitals. The total expenditure incurred under the scheme during the three years 2011-12 
to 2013-14 was Rs.1617 crore.
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2.1.5 Health Care Expenditure  
  Cardiovascular diseases and cancer is at present the leading causes of death in 
developed countries accounting for 70 to 75 percent of total deaths. A WHO study 
reports that India is fast emerging as the global capital of Diabetes and CVD. A State 
level study done in Tamil Nadu under IDSP (Integrated Disease Surveillance Project) in 
2009 showed the prevalence of tobacco use, alcohol consumption, overweight, 
hypertension to be 22 percent, 15 percent, 23 percent and 20 percent, respectively. In 
Tamil Nadu, the crude mortality death rate due to CVD is highest in the country at about 
360-430/100,000. By 2025, India is expected to have the highest incidence of Diabetes 
and Heart disease in the world and CVD will be the leading cause of death. Apart from 
health burden to the individual, CVD also poses economic burden on the State. On one 
hand there is the prohibitive>cost of treating a large population with Hypertension, 
Diabetes, and Cardio vascular diseases besides burdening the health system of the State. 
On the other, since such diseases II occur in adults during their most productive years, 
there is an indirect economic loss to the exchequer. A WHO study puts the loss to the 
national income due to CVD at USD 237 billion by 2015. Treatment of NCD includes 
long-term drug intake to keep the diseases under control, and hospitalization in case of 
emergencies. Cardio Vascular Diseases (CVD) could require sophisticated treatments like 
Angioplasty and Bypass Surgery, which are very costly. It is therefore desirable to 
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prevent diseases like coronary heart disease, which is possible to a large extent through 
lifestyle modifications (LSM).
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In 2005, the World Bank approved the Tamil Nadu Health Systems Project for a 
total cost of  Rs. 597.15 crores. The World Bank’s involvement in the project has been 
extremely advantageous. It has helped in introducing new approaches in the way the 
health sector functions in the State. While the health system in Tamil Nadu has been 
fairly effective in providing basic health needs to its people, it is expected that the goals 
sought in the project will demonstrate the impact of cutting-edge reforms.
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2.1.6. The Leading Causes of Death in India 
 
Figure 2.1.6: The 10 leading causes of death in the world in2010 
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Cardiovascular disease is the leading cause of death among males as well as 
females. The male-female patterns are similar, except for a notably higher proportion of 
female deaths from cancer (12%) vis-à-vis males (8%). In contrast, males have higher 
number of deaths from tuberculosis (11%) versus females (8%) and digestive diseases 
(6%) versus females (4%).43   
2.1.7 Community Approach 
The National Programme for Prevention and Control of Cancer, Diabetes, 
Cardiovascular Diseases and Stroke (NPCDCS). The programme will be implemented 
through the primary healthcare system (in 20,000 subcentres (SCs) and 700 community 
health centres (CHCs) located in 100 districts of 15 states) and will aim at: a) assessment 
of risk factors, early diagnosis and appropriate disease management for high risk groups 
b) health promotion for the general population. The programme envisages opportunistic 
screening at the primary point of contact in the village (SCs), CHCs, district and tertiary 
hospitals for hypertension and diabetes, for early detection and treatment in adults aged ≥ 
30 years in order to stem the rising tide of CVD and diabetes in India. Screening at the 
SCs covering a population of 5,000 will be done by the health worker and involves 
assessment of tobacco use and blood pressure measurement. Individuals at high risk will 
then be referred to the CHCs (each covering a population of 1,00,000) and higher levels 
of care, for detailed Current warnings notified for smoking in May, 2011. NPCDCS is 
expected to be integrated into the healthcare system eventually and expanded to cover all 
the states and union territories in the 12th Five Year Plan.1, 74 National Protocols and 
Guidelines for Management.
44
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2.1.8. Hospital Approach  
Strokes treated by physicians initially in 1960s, were helped by neurology 
consults in 1970s until the stroke unit care concepts were proven by Dalal. Increased 
availability of intensive care units enabled to drop mortality from 40 to 12% in 1990s. 
Further advances in treatment in the last 15 years have reduced it further to 8%.
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Unfortunately all patients saved do not achieve independence and about 38% 
remain totally dependent. The future lies in (1) prevention of primary risk factors, 
hypertension being the commonest; (2) early detection; (3) pre empting the disease of 
risk factors (4) secondary prevention of recurrence; (5) recommendations of change in 
life style of population at risk regards salt and sugar intake and (6) strict avoidance of 
tobacco and alcohol in this population. Public awareness programs should take this up on 
a national basis. We should probably ask how many children the stroke patient has rather 
than ask if his peers had strokes; and teach those children at risk all the preventive 
methods possible. Any discussion on stroke care is incomplete without a grateful tribute 
to the caretakers of these unfortunate people, who have willingly learnt and imparted 
rehabilitation therapy at home to produce astounding results in many cases. Introduction 
of trained and interested neurologists in stroke and working in small teams can be 
implemented in any part of our country at the smallest hospitals to minimize mortality 
and morbidity due to strokes.
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Section II: Review of literature on stroke and its management, 
2.2.1. What Is a Stroke 
Stroke is a medical emergency and a leading cause of death .It occurs when a 
blood vessel in the brain bursts or, more commonly, when a blockage develops. Without 
treatment, cells in the brain quickly begin to die. The result can be serious disability or 
death.
51
 
2.2.2. Risk Factors: Chronic Conditions 
 Certain chronic conditions increase your risk of stroke. These include: 
 High blood pressure 
 High cholesterol 
 Diabetes 
 Obesity 
 Taking steps to control these conditions may reduce your risk. 
Risk Factors: Behaviors 
 Smoking 
 Getting too little exercise 
 Heavy use of alcohol 
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Risk Factors: Diet 
A poor diet may increase the risk for stroke in a few significant ways. Eating too 
much fat and cholesterol can lead to arteries that are narrowed by plaque. Too much salt 
may contribute to high blood pressure. And too many calories can lead to obesity. A diet 
high in fruits, vegetables, whole grains, and fish may help lower stroke risk.
52
 
Risk Factors You Can't Control 
Some stroke risk factors are beyond your control, such as getting older or having 
a family history of strokes. Gender plays a role, too, with men being more likely to have a 
stroke. However, more stroke deaths occur in women. Finally, race is an important risk 
factor. African-Americans, Native Americans, and Alaskan Natives are at greater risk 
compared to people of other ethnicities.
51
 
2.2.3. What Causes a Stroke? 
A common cause of stroke is atherosclerosis -- hardening of the arteries. Plaque 
made of fat, cholesterol, calcium, and other substances builds up in the arteries, leaving 
less space for blood to flow. A blood clot may lodge in this narrow space and cause an 
ischemic stroke. Atherosclerosis also makes it easier for a clot to form. Hemorrhagic 
strokes often result from uncontrolled high blood pressure that causes a weakened artery 
to burst.
53
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2.2.4. Types of stroke 
Ischemic Stroke 
The most common type of stroke is known as an ischemic stroke. Nearly nine out 
of 10 strokes fall into this category. The culprit is a blood clot that obstructs a blood 
vessel inside the brain. The clot may develop on the spot or travel through the blood from 
elsewhere in the body.
51
 
Hemorrhagic Stroke 
Hemorrhagic strokes are less common but far more likely to be fatal. They occur 
when a weakened blood vessel in the brain bursts. The result is bleeding inside the brain 
that can be difficult to stop.
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'Mini-Stroke' (TIA) 
A transient ischemic attack, often called a "mini-stroke," is more like a close call. 
Blood flow is temporarily impaired to part of the brain, causing symptoms similar to an 
actual stroke. When the blood flows again, the symptoms disappear. A TIA is a warning 
sign that a stroke may happen soon. There are therapies to reduce the risk of stroke.
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2.2.5. Stroke Symptoms 
Signs of a stroke may include: 
 Sudden numbness or weakness of the body, especially on one side. 
 Sudden vision changes in one or both eyes, or difficulty swallowing. 
39 
 
 
 
 Sudden, severe headache with unknown cause. 
 Sudden problems with dizziness, walking, or balance. 
 Sudden confusion, difficulty speaking or understanding others. 
 Call 911 immediately if you notice any of these symptoms.53 
The F.A.S.T. test helps spot symptoms. It stands for: 
 Face. Ask for a smile. Does one side droop? 
 Arms. When raised, does one side drift down? 
 Speech. Can the person repeat a simple sentence? Does he or she have trouble or 
slur words? 
 Time. Time is critical. Call 911 immediately if any symptoms are present. 
Stroke: Time = Brain Damage.
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Every second counts when seeking treatment for a stroke. When deprived of 
oxygen, brain cells begin dying within minutes. There are clot-busting drugs that can 
curb brain damage, but they have to be used within three hours of the initial stroke 
symptoms. Once brain tissue has died, the body parts controlled by that area won't work 
properly. This is why stroke is a top cause of long-term disability.
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2.2.6. Diagnosing a Stroke 
When someone with stroke symptoms arrives in the ER, the first step is to 
determine which type of stroke is occurring. There are two main types, and they are not 
treated the same way. A CT scan can help doctors determine whether the symptoms are 
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coming from a blocked blood vessel or a bleeding one. Additional tests may also be used 
to find the location of a blood clot or bleeding within the brain.
52
 
2.2.7. Stroke: Emergency Treatment 
For an ischemic stroke, emergency treatment focuses on medicine to restore blood 
flow. A clot-busting medication is highly effective at dissolving clots and minimizing 
long-term damage, but it must be given within three hours of the onset of symptoms. 
Hemorrhagic strokes are more difficult to manage. Treatment usually involves attempting 
to control high blood pressure, bleeding, and brain swelling.
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Ischemic stroke 
Definitive therapy is aimed at removing the blockage by breaking the clot down 
(thrombolysis), or by removing it mechanically (thrombectomy). The philosophical 
premise underlying the importance of rapid stroke intervention was crystallized as Time 
is Brain! in the early 1990s. Years later, that same idea, that rapid cerebral blood flow 
restoration results in fewer brain cells dying, has been proved and quantified. Tight 
control of blood sugars in the first few hours does not improve outcomes and may cause 
harm. High blood pressure is also not typically lowered as this has not been found to be 
helpful.
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Thrombolysis 
Thrombolysis with recombinant tissue plasminogen activator (rtPA) in acute 
ischemic stroke, when given before three hours of symptom onset increases the risk of 
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death in the short term but in the long term improves the rate of independence; Its use is 
endorsed by the American Heart Association and the American Academy of Neurology 
as the recommended treatment for acute stroke within three hours of onset of symptoms 
as long as there are not other contraindications (such as abnormal lab values, high blood 
pressure, or recent surgery
.49
 
Mechanical thrombectomy 
Removal of the clot may be attempted in those where it occurs within a large 
blood vessel and may be an option for those who either are not eligible for or do not 
improve with intravenous thrombolytics. Significant complications occur in about 7%.
[
 
As of October 2013, trials have not shown positive results. 
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Hemicraniectomy 
Large territory strokes can cause significant edema of the brain with secondary 
brain injury in surrounding tissue. This phenomenon is mainly encountered in strokes of 
the middle cerebral artery territory, and is also called "malignant cerebral infaction" 
because it carries a dismal prognosis. Relief of the pressure may be attempted with 
medication, but some require hemicraniectomy, the temporary surgical removal of the 
skull on one side of the head. This decreases the risk of death, although some more 
people survive with disability.
50
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Hemorrhagic stroke 
People with intracerebral hemorrhage require neurosurgical evaluation to detect 
and treat the cause of the bleeding, although many may not need surgery. Anticoagulants 
and antithrombotics, key in treating ischemic stroke, can make bleeding worse. People 
are monitored for changes in the level of consciousness, and their blood pressure, blood 
sugar, and oxygenation are kept at optimum levels.
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Stroke unit 
Ideally, people who have had a stroke are admitted to a "stroke unit", a ward or 
dedicated area in hospital staffed by nurses and therapists with experience in stroke 
treatment. It has been shown that people admitted to a stroke unit have a higher chance of 
surviving than those admitted elsewhere in hospital, even if they are being cared for by 
doctors without experience in stroke. 
53 
When an acute stroke is suspected by history and physical examination, the goal 
of early assessment is to determine the cause. Treatment varies according to the 
underlying cause of the stroke, thromboembolic (ischemic) or hemorrhagic.53 
2.2.8. Stroke Rehabilitation: 
Speech Therapy 
 Rehabilitation is the centerpiece of the stroke recovery process. It helps patients 
regain lost skills and learn to compensate for damage that can't be undone. The goal is to 
help restore as much independence as possible. For people who have trouble speaking, 
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speech and language therapy is essential. A speech therapist can also help patients who 
have trouble swallowing.
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Physical Therapy 
Muscle weakness, as well as balance problems, is very common after a stroke. 
This can interfere with walking and other daily activities. Physical therapy is an effective 
way to regain strength, balance, and coordination. For fine motor skills, such as using a 
knife and fork, writing, and buttoning a shirt, occupational therapy can help.
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Talk Therapy 
It's common for stroke survivors and their loved ones to experience a wide range 
of intense emotions, such as fear, anger, worry, and grief. A psychologist or mental 
health counselor can provide strategies for coping with these emotions. A therapist can 
also watch for signs of depression, which frequently strikes people who are recovering 
from a stroke.48 
2.2.9. Stroke Prevention:  
Lifestyle 
 People who have had a stroke or TIA can take steps to prevent a recurrence: 
 Quit smoking. 
 Exercise and maintain a healthy weight. 
 Limit alcohol and salt intake. 
 Eat a healthier diet with more veggies, fish, and whole grains.50 
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Medications 
For people with a high risk of stroke, doctors often recommend medications to 
lower this risk. Anti-platelet medicines, including aspirin, keep platelets in the blood 
from sticking together and forming clots. Anti-clotting drugs, such as warfarin, may be 
needed to help ward off stroke in some patients. Finally, if you have high blood pressure, 
your doctor will prescribe medication to lower it.
49 
Surgery 
In some cases, a stroke results from a narrowed carotid artery -- the blood vessels 
that travel up each side of the neck to bring blood to the brain. People who have had a 
mild stroke or TIA due to this problem may benefit from surgery known as carotid 
endarterectomy. This procedure removes plaque from the lining of the carotid arteries 
and can prevent additional strokes.
49 
Balloon and Stent 
Doctors can also treat a clogged carotid artery without major surgery in some 
cases. The procedure, called angioplasty, involves temporarily inserting a catheter into 
the artery and inflating a tiny balloon to widen the area that is narrowed by plaque. A 
metal tube, called a stent, can be inserted and left in place to keep the artery open
.50
 
Life after a Stroke 
More than half of people who have a stroke regain the ability to take care of 
themselves. Those who get clot-busting drugs soon enough may recover completely. And 
45 
 
 
 
those who experience disability can often learn to function independently through 
therapy. While the risk of a second stroke is higher at first, this risk drops off over time.
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Section III: Research studies related to stroke facts and recent trends in stroke 
management. 
2.3.1. Research studies related to stroke facts  
A systemic review conducted on Fifty years of stroke researches in India. The 
study results concluded that the stroke incidence in India is much higher than Western 
industrialized countries. Large vessel intracranial atherosclerosis is the commonest cause 
of ischemic stroke in India. The common risk factors, that is, hypertension, diabetes, 
smoking, and dyslipidemia are quite prevalent and inadequately controlled; mainly 
because of poor public awareness and inadequate infrastructure. Only a small number of 
ischemic stroke cases are able to have the benefit of thrombolytic therapy. Benefits from 
stem cell therapy in established stroke cases are under evaluation. Presently, prevention 
of stroke is the best option considering the Indian scenario through control and/or 
avoiding risk factors of stroke. Interventional studies are an important need for this 
scenario.
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Stroke is a major disabling health problem in developing countries like India. 
Stroke burden in India has been rising in the last few decades, in contrast to developed 
countries where it has plateaued or decreased. The average annual incidence rate of 
stroke in India currently is 145 per 100,000 population, which is higher than the western 
nations. Rapid socio-economic changes have led to changes in people's lifestyle, work 
46 
 
 
 
related stress, altered food habits and the risk of developing hypertension, diabetes and 
hyperlipidaemia. This coupled with increased lifespan has resulted in increase in the 
incidence of stroke. Indians may also be genetically prone for stroke due to high 
prevalence of metabolic syndrome. In India 10% to 15% of strokes occur in people aged 
below 40 years. Up to 80% of strokes in India are ischaemic in nature, among which 
intracranial atherosclerosis is the most common mechanism. It is of utmost importance to 
create awareness among public about risk factors of stroke and their prevention in order 
to reduce the associated mortality and morbidity.
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A descriptive, retrospective cross-sectional study carried out in Rajiv Gandhi 
Government General Hospital, Chennai to analyze the clinical profile and to arrive at 
important facts contributing to stroke in both the sexes. 150 patients were studied over a 
period of 3 months in the year 2011.results shows that 58% males and 42% females 
constituted study population. Among males 18.4% and among females 22.2% were 
young stroke patients. Only 33.3% of patients were brought to the hospital within 6 
hours. 90% patients had mild GCS score (> or =13/15) and presented with hemiplegia. 
76% and 18% had infarct and intracerebral hemorrhage (ICH) respectively, risk factors: 
Type A personality (70.7%), Tobacco (60.7%) and Alcohol (44.7%) abuse, Systemic 
Hypertension (60.7%), Diabetes Mellitus (33.3%), Cardiac disorders   (14%).this study 
concluded that Significant proportion of Cerebrovascular accidents (CVA) was seen in 
the young females. Type A personality was seen in large number of study subjects. 
Personal habits in males and chronic comorbid illness in females had a strong association 
with occurrence of stroke. A holistic approach encompassing public awareness, 
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behavioral modification and comorbid medical illness management is the need of the 
hour.
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A cross-sectional descriptive hospital based study conducted to assess the 
frequency of modifiable risk factors, and association of ischemic stroke with these risk 
factors in stroke patients. The study results shows Out of 150 subjects, 90 (60%) were 
males, while 60 (40%) were females. Ischaemic stroke was found in 105 (70%) patients 
and 45 (30%) were having haemorrhagic stroke. The risk factors were hypertension in 
127 (84.7%), diabetes 31 (20.7%), Coronary artery diseases 31 (20.7%), previous 
TIA/stroke 42 (28%), smoking 28 (16.7%) and obesity 16 (10.7%).This  study  
concluded that there was no statistically significant association between risk factors and 
type of stroke except coronary artery diseases.
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A hospital-based and longitudinal study was done to assess CT Angiographic 
Evaluation of Pattern and Distribution of Stenosis and its Association with Risk Factors 
among Indian Ischemic Stroke Patients. He stated that Out of 60 cases, 32 cases were 
positive for significant stenosis and a total number of stenotic segments was 45. Out of 45 
stenotic segments, 29 were single stenotic segments (16 intracranial and 13 extracranial) 
and 16 were multiple stenotic segments (8 intracranial and 8 extracranial). In the total 
number of stenotic segments (single and multiple), there were 24 (53.33%) intracranial 
and 21 (46.67%) extracranial. The most commonly involved intracranial stenosis segment 
was MCA, present in 10 (41.6%) out of 24 intracranial segments. Most commonly 
involved extracranial stenosis segment was ICA, present in 14 (66.6%) out of 21 
extracranial segments. Diabetes is found to be the most common risk factor of 
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intracranial stenosis while hypertension and hypercholesterolemia are the major risk 
factors of extracranial stenosis. This study concluded that In the Indian population, 
intracranial stenosis is more common than extracranial one, anterior circulation stenosis 
is more common than posterior circulation stenosis; single stenosis is more common than 
multiple stenosis.
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2.3.2. Research studies related to Recent Trends in stroke management. 
A clinical trial conducted to assess the Clinical Outcome in Inpatient versus 
Outpatient Management of TIA or Minor Stroke. This study included 100 patients, 41 
with TIA and 59 with minor stroke. Nineteen (46%) of the TIA patients and 29 (49%) of 
the minor stroke patients randomized to hospital management, and the remaining 22 TIA 
patients and 30 minor stroke patients randomized to outpatient-based management. This 
study  Results shows In the patients with a minor stroke, neurologic worsening occurred 
in 6 out of 29 (21%) in the inpatient arm compared with 3 out of 30 (10%) in the 
outpatient arm (p = 0.3). In none of these cases was acute interventional therapy or need 
for urgent admission considered medically appropriate. In the patients with a TIA, 
recurrence of a TIA occurred in 2 out of 19 (11%) in the inpatient arm compared with 2 
out of 22 (9%) in the outpatient arm (p = 1). None of the patients with a TIA randomized 
to the inpatient arm experienced a stroke compared with 1 out of 22 in the outpatient arm 
(p = 1). There were no deaths in either group. This study findings Concluded that Routine 
hospitalization of all patients with TIA or minor ischemic stroke may not positively affect 
short-term clinical outcome.
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A Clinical based study conducted to determine the effect on Balloon Angioplasty 
for Intracranial Atherosclerotic Disease study Results shows that Technical success 
(residual stenosis < 50%) was achieved in 37 cases. Extra cranial carotid stenting was 
required in 2 patients. In patients with acute stroke presentation (NIHSS score median of 
16.5), adjuvant intravenous and intra-arterial tissue plasminogen activator were given in 8 
and 3 patients, respectively, and mechanical thrombectomy (MT) with solitaire was used 
in 15 patients. Patients who underwent MT in acute stroke without ICAD were not 
included in the study. Reocclusion occurred in one patient who developed disabling 
stroke and one patient died of intra-cerebral hemorrhage. Thus, the mortality of this study 
is 2%. Clinical outcome was assessed based on MRS. One-month, three-month, and six-
month follow-up was available in >90% of the patients. MR angiogram on follow-up of 
nine months was done in 26 patients, and none of them had restenosis. They concluded 
that Balloon angioplasty is a safe option and can be effectively used in patients of ICAD 
with acceptable risks and promising outcomes.
60
 
A Randomized Controlled Trial Conducted  to find out the Efficacy of Modified 
Constraint Induced Movement Therapy in the Treatment of Hemi paretic Upper Limb 
in Stroke Patients. Study results shows that all the 3 scores improved significantly in both 
the groups at each follow-up. Post-hoc analysis revealed that compared to conventional 
rehabilitation group, CIMT group showed significantly better scores at 1 month {FMA1 
(p-value <0.0001, es0.2870), AOU1 (p-value 0.0007, es0.1830), QOU1 (p-value 0.0015, 
es0.1640)} and 3 months {FMA3 (p-value <.0001, es0.4240), AOU3 (p-value 0.0003, es 
0.2030), QOU3 (p-value 0.0008, es 0.1790)}. This study concluded that Four weeks 
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duration for CIMT is effective in improving the motor function in paretic upper limb 
of stroke patients.
61
   
A prospective observational study conducted to find out the Long-term outcome 
of decompressive hemicraniectomy in patients with malignant middle cerebral artery 
infarction. A total of 60 patients with malignant MCA infarction were prospectively 
enrolled. 36 (60%) patients underwent DH and 24 (40%) patients received best medical 
therapy alone. Both groups were followed-up for 1 year for improvement in disability and 
aphasia using modified Rankin scores (MRS) and Western Aphasia Battery respectively. 
Good outcome was defined as MRS ≤ 3. Secondary analysis using MRS ≤ 4 was also 
performed. The study results shows an absolute risk reduction of 45% was observed in 
mortality at 1 year; 38% (14/36) in the surgical group died versus 83% (20/24) in the 
medical group. Good outcome at 1 year was achieved in 20% (7/35) patients in the 
surgical group compared with none in the medical group (P = 0.025). Repeated measures 
regression suggested increased proportion of patients improving over time (discharge, 3, 
6 and 12 months). Surgery reduced the odds of moderate to severe disability (MRS ≥ 4) 
by 93.5% (odds ratio: 0.064, 95% confidence interval: 0.01-0.045, P = 0.006).This study 
concluded that  DH in malignant MCA infarction not only reduces mortality but also 
increases chances of a better functional outcome. The benefit of surgery in motor and 
aphasia recovery is progressive and sustained until one year.
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A Clinical based study conducted to examine whether Bone marrow stromal cells 
as a therapeutic treatment for ischemic stroke. Study findings stated that BMSCs are a 
class of multipotent, self-renewing cells that give rise to differentiated progeny when 
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implanted into appropriate tissues. Therapeutic effects of BMSC treatment for ischemic 
stroke, including sensory and motor recovery, have been reported in pre-clinical studies 
and clinical trials. In this article, we review the recent progress in BMSC-based therapy 
for ischemic stroke, focusing on the route of delivery and pre-processing of BMSCs. 
Selecting an optimal delivery route is of particular importance. The ideal approach, as 
well as the least risky, for translational applications still requires further identification. 
Appropriate pre-processing of BMSCs or combination therapy has the benefit of 
achieving the maximum possible restoration. Further pre-clinical studies are required to 
determine the time-window for transplantation and the appropriate dosage of cells.
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 A case report on autologous bone marrow mononuclear cells in ischemic 
cerebrovascular accident paves way for neurorestoration. In response to acute ischemic 
stroke, large numbers of bone marrow stem cells mobilize spontaneously in peripheral 
blood that home onto the site of ischemia activating the penumbra. But with chronicity, 
the numbers of mobilized cells decrease, reducing the degree and rate of recovery. 
Cellular therapy has been explored as a new avenue to restore the repair process in the 
chronic stage. A 67-year-old Indian male with a chronic right middle cerebral artery 
ischemic stroke had residual left hemi paresis despite standard management. Recovery 
was slow and partial resulting in dependence to carry out activities of daily living. Our 
aim was to enhance the speed of recovery process by providing an increased number of 
stem cells to the site of injury. We administered autologous bone marrow mononuclear 
cells intrathecally along with rehabilitation and regular follow up. The striking fact was 
that the hand functions, which are the most challenging deficits, showed significant 
recovery. Functional Independence Measure scores and quality of life improved. This 
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could be attributed to the neural tissue restoration. We hypothesize that cell therapy may 
be safe, novel and appealing treatment for chronic ischemic stroke. Further controlled 
trials are indicated to advance the concept of Neurorestoration.
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Section IV: Research studies related to quality of life, coping ability, upper limb 
motor function, activity of daily living after stroke. 
2.4.1. Quality of life 
A survey conducted to assess the Association of quality of life of carers 
with quality of life and functional independence of stroke survivors. Analysis of QOL 
data showed that QOL of caregivers was good in all domains, but patient's QOL was 
good only in social relations. There was no correlation found in QOL of careers 
and stroke survivors. Nine percent of change in caregiver’s social relationship scores can 
be attributed to patients' sphincter scores. This study concluded that QOL of careers 
and stroke survivors may be independent. Stroke patients in the study required a 
moderate assistance for their functional independence which does not seem to affect the 
caregivers QOL significantly.
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A longitudinal study conducted to assess the Sex differences in quality of life 
after ischemic stroke, at 3 and 12 months post discharge in the Adherence evaluation by 
using the European Quality of Life-5 Dimensions (EQ-5D) instrument. Results shows 
that a total of 1,370 patients were included, 53.7% male, median age 65 years 
(interquartile range 56-77 years). Women had significantly lower QOL at 3 months 
(unadjusted EQ-5D 0.81 in women vs 0.84 in men; p < 0.001) and 12 months (0.83 vs 
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men 0.84; p < 0.001) post stroke. After multivariable adjustment for sociodemographic, 
clinical, and stroke-related factors, women continued to have lower QOL at 3 months 
(mean difference -0.036; p = 0.003) and at 12 months (mean difference -0.022; p = 
0.046). Women fared worse in the dimensions of mobility, pain/discomfort, and 
anxiety/depression at 3 and 12 months. There were no sex differences in change in EQ-
5D score from 3 to 12 months. This study concluded that Women have worse QOL than 
men up to 12 months after stroke, even after adjusting for important socio demographic 
variables, stroke severity, and disability
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Randomized controlled study to explore experiences of mild-stroke survivors in 
the context of early supported discharge. The meanings patients attributed to activities 
and participation in the home recovery process were our main interest. This study 
concluded that Mild-stroke rehabilitation should focus more strongly on basic concerns 
related to self-perceived health, self-perception, and body, since these dimensions seem 
to complicate daily activities and close relationships. Professionals should also be aware 
of patients who experience an uncertain situation and unresolved rehabilitation needs, 
which still can be present 6-8 months after the stroke. Implications for Rehabilitation 
When living with mild stroke, entrance to practical and social activities seemed founded 
on the patients' perception of the body and self as comprehensible or not. Comprehending 
their own changed body and sense of self seem to be a long-term process when living 
with mild stroke. It is suggested that long-term follow-up be incorporated in home 
rehabilitation service, also in the context of early supported discharge. This may 
contribute to help patient cope more optimally with activities and participation of 
importance to them.
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A multicenter prospective longitudinal cohort study  conducted on  Quality of 
Life during the First Two Years Post Stroke in which 368 stroke patients were included 
and data were collected at 1 week, 2 months, 6 months, 12 months and 24 months post 
stroke. QOL assessment included measures of health-related quality of life (HRQOL) 
(short stroke-specific Quality of Life Scale), emotional functioning (Hospital Anxiety and 
Depression Scale), participation (Utrecht Scale for Evaluation of Rehabilitation-
Participation), and life satisfaction (2LS). Dependency on ADL was defined as having a 
Barthel Index score ≤17 four days post stroke. Generalized Estimating Equations 
analyses were performed to examine the course of the 4 domains of QOL. Furthermore, 
the possible confounding effect of age, gender, marital status, level of education and 
discharge destination was examined. Results showed that HRQOL, participation and life 
satisfaction improved during the first year post stroke, with most changes occurring in the 
first 6 months. Furthermore, patients dependent in ADL scored consistently lower on all 
4 QOL domains and test occasions compared to ADL-independent patients. In both 
patient groups separately, no changes over time were found in emotional functioning. 
ADL-independent patients improved in HRQOL (p = 0.002), participation (p < 0.001) 
and life satisfaction (p = 0.020) between 2 and 6 months and in life satisfaction (p = 
0.003) between 6 and 12 months also. ADL-dependent patients improved in HRQOL (p = 
0.009) between 2 and 6 months and in participation between 2 and 6 months (p = 0.001) 
and between 6 and 12 months (p = 0.031). Furthermore, they experienced no changes in 
life satisfaction. No confounding effect was found after adding age, gender, marital 
status, level of education and discharge destination. This study concluded that Most 
improvement in QOL occurred up to 6 months post stroke and showed different patterns 
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for specific domains of QOL and for patients with and without dependency in ADL in the 
first week post stroke. It is therefore important to differentiate between these different 
domains of QOL when the long-term perspective is considered. Furthermore, patients 
dependent in ADL consistently scored lower on all QOL domains and did not reach the 
level of QOL of patients independent of QOL.
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A  interview-based cohort study conducted on Quality of life after first-ever 
stroke. Adult patients were interviewed six or twelve months after their first ever stroke. 
Study Result shows that Eighty-one patients were followed up at least six months after 
the acute stroke. Twenty-five stroke patients (ten women) were interviewed with the 
NEWSQOL questionnaire. Good functional outcome (lower MRS Score) was positively 
associated with better QOL in the domains of activities of daily living (ADL)/self-care (p 
= 0.0024) and communication (p = 0.031). Women scored worse in the fatigue (p = 
0.0081) and cognition (p = 0.048) domains. Older age was associated with worse QOL in 
the ADL (p = 0.0122) domain. Seven patients were HIV-sero reactive. HIV infection did 
not affect post-stroke QOL.
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 A study conducted to determine what proportion of previously employed patients 
return to work after an acute stroke resulting in mild to moderate disability and to 
examine factors associated with a successful return to work. Patients 18-60 years of age 
who were previously employed and who had a first-ever stroke 3 months to 2 years 
previously resulting in mild to moderate disability (modified Rankin score ≤3) were 
recruited. Results shows that a total of 141 patients (mean age ± SD 48 ± 8.8 years), 74 
(52.5%) returned to work after stroke. Multivariate analysis demonstrated that a lower 
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modified Rankin scale at 3 months [odds ratio (OR) 3.70, 95% confidence interval (CI) 
1.77-7.76], younger age (OR 2.24, 95% CI 1.07-4.67) and a professional or business job 
(OR 3.02, 95% CI 1.44-6.34) were significantly associated with successful return to work 
and revealed that anxiety, depression and social support score did not affect patients' 
decision to return to work (P = 0.17, 0.61 and 0.27, respectively).This study concluded 
that  amongst patients with mild to moderate disability after stroke, almost half do not 
return to work, and this is determined by functional disability and type of job rather than 
psychosocial factors.
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A prospective longitudinal study conducted to assess the  Quality of life during 
and after inpatient stroke rehabilitation The purpose of this research was to assess 
changes in HRQOL during inpatient rehabilitation and again 6 months after discharge. 
HRQOL was assessed by means of the Medical Outcomes Study 36-item Short Form 
(SF-36). Dependent t tests were used to compare the scores at admission and discharge 
and 6 months. Changes in HRQOL were calculated for the period of admission to 
discharge and of discharge to the 6-month follow-up.the study results shows complete 
data were available for 85 patients. During rehabilitation, there were improvements in all 
8 domains of the SF-36, with 5 attaining statistical significance. After discharge, 3 
domains continued to improve, with 1 attaining statistical significance. However, there 
were marked and statistically significant declines in the other 5 domains of the SF-36. 
Feedback was obtained from a subset of the patients as to the reasons for these declines. 
This study concluded that   Substantial gains in HRQOL during inpatient stroke 
rehabilitation may be followed by equally substantial declines in the 6 months after 
discharge. There is a need for longitudinal research into the HRQOL of stroke survivors 
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and their families, as well as a need to ensure that adequate community services and 
support are available.
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A descriptive study conducted to determine a health related Quality of life after 
stroke. This study concluded that Disability and post stroke depression are consistent 
determinants of HRQOL. Other determinants include female sex, coping strategies, and 
social support. Post stroke depression affects HRQOL, functional recovery, cognitive 
function and healthcare use in stroke survivors. Stroke caregivers have lower HRQOL, 
greater prevalence of stress and depression, economical burden, and changes in social 
relationships. Advancing age and anxiety in patients and caregivers, high dependency and 
poor family support identify caregivers at risk of adverse outcomes. Physical and 
psychosocial well-being is greatly affected in stroke survivors and their caregivers.
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2.4.2. Coping ability 
Acute stress symptoms are present among patients with stroke, warranting greater 
attention to psychological responses in the early post-stroke period. Given that acute 
stress has serious potential long-term health consequences, additional research on stroke-
related acute stress may prove useful for understanding post-stroke morbidity/mortality
.75
 
 A Comparative Study conducted on Executive function and coping in stroke 
survivors. He suggests that executive function and aspects of coping are associated. 
Rehabilitation strategies that improve executive function may also lead to utilization of 
adaptive coping strategies. Research has shown that aerobic exercise increases activation 
in the frontal lobe and improves executive function Future studies should examine 
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whether aerobic exercise positively affects executive function and coping in stroke 
survivors.
76
 
 A systematic literature search was conducted in online databases PubMed, 
Embase, PsycINFO, and CINAHL in November 2011. A total of nine studies were 
included. Personality (i.e., problems of temperament and personality functions and 
neuroticism) was moderately negatively associated with health-related quality of life 
(r = 0.26-0.49). Coping (i.e., situational and personal adaptation), internal locus of 
control, self-worth (i.e. self-esteem and self-efficacy), and hope and optimism were 
moderately positively associated with health-related quality of life (r = 0.026-0.81). No 
evidence was found for an association between extraversion and health-related quality of 
life. This study concluded that there is still a paucity of studies on psychological 
determinants of post stroke health-related quality of life. The reviewed studies supported 
the importance of psychological factors, but further research is needed to supplement the 
available evidence and to examine how psychological factors can be modified to improve 
health-related quality of life, and at what moment after the stroke these interventions 
should be given.
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 A phenomenological qualitative study conducted to identify, from a long-term 
perspective, stroke survivors' self-identity, their views of any associated disabilities and 
how they manage their lives after stroke. This study concluded that Stroke survivors 
suffered considerable ongoing and changing difficulties in relation to disability, self-
perception and to coping with a new life. This continuous process of change could be 
seen to drain their energy. The study shows that many survivors live a more home-
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centred life with fewer social relations and less active participation in their community. 
This can entail the risk of depression and loneliness. The study also shows, however, that 
adopting an optimistic approach to life can lead to continued learning about abilities and 
limitations, to the development of new skills and to the fashioning of a new self-identity
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 A Cohort Study Conducted on Caregiver burden and emotional problems in 
partners of stroke patients at two months and one year post-stroke Results shows that 
Many partners experienced high burden, anxiety and depressive symptoms. At two 
months post-stroke, these outcomes were associated with the partner variables: age, 
relationship satisfaction, pro-active coping, self-efficacy, everyday social support, 
burden, anxiety and depressive symptoms; and the patient variables: stroke severity and 
depressive symptoms. Partner outcomes at one year post-stroke were mainly predicted by 
the level of these outcomes at two months post-stroke. Partner outcomes at two months 
post-stroke predict to large degree partner outcomes at one year post-stroke. 
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2.2.3. Motor function  
Weakness or paresis is the key impairment early on that leads to learned nonuse. 
Sensory impairment, immobility, and chronic pain may further contribute to learned 
nonuse. Spasticity, spastic co contraction, and abnormal motor synergies occur as 
recovery proceeds and may lead to abnormal compensatory movements, which if 
repeated and reinforced lead to learned bad use. Impairment in sensor motor adaptation 
can lead to transient retention of new skills despite extensive practice; this is referred to 
as forgetting
.80
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The unaffected upper extremity of chronic stroke patients was restrained in a sling 
during waking hours for 14 days; on ten of those days, these patients were given six 
hours of practice in using the impaired upper extremity. An attention-comparison group 
received several procedures designed to focus attention on use of the impaired upper 
extremity. The restraint subjects improved on each of the laboratory measures of motor 
function used--in most cases markedly. Extensive improvement, from a multi-year 
plateau of greatly impaired motor function, was also noted for the restraint group in the 
life situation and these gains were maintained during a two-year period of follow-up. For 
the comparison group only one measure showed small to moderate improvement, and this 
was lost during the follow-up period; there was essentially no overlap between the 
individuals of the two groups. Thus, prolonged restraint of an unaffected upper extremity 
and practice of functional movements with the impaired limb proved to be an effective 
means of restoring substantial motor function in stroke patients with chronic motor 
impairment identified by the inclusion criteria of this project.
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A systematic review conducted. In this Review aimed to provide an overview of 
the available evidence on interventions for motor recovery after stroke through the 
evaluation of systematic reviews, supplemented by recent randomised controlled trials. 
Most trials were small and had some design limitations. Improvements in recovery of arm 
function were seen for constraint-induced movement therapy, electromyography 
biofeedback, mental practice with motor imagery, and robotics. Improvements in transfer 
ability or balance were seen with repetitive task training, biofeedback, and training with a 
moving platform. Physical fitness training, high-intensity therapy (usually 
physiotherapy), and repetitive task training improved walking speed. Although the 
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existing evidence is limited by poor trial designs, some treatments do show promise for 
improving motor recovery, particularly those that have focused on high-intensity and 
repetitive task-specific practice.
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 Somatosensory stimulation to improve hand and upper limb function after stroke-
a systematic review with meta-analyses.to Determine the efficacy of somatosensory 
stimulation on upper limb motor function after stroke. Methods Five electronic databases 
(MEDLINE, CINAHL, Embase, PEDro and OT Seeker) were searched from inception to 
October 2016. Included studies were English-language randomized controlled trials 
where a sensory intervention was applied below the elbow to improve upper limb motor 
control of adults after stroke. One outcome needed to measure arm function at an 
impairment or activity level. Study selection and quality assessment (using the PEDro 
scale) were independently conducted by two reviewers. Meta-analysis was completed 
where there was sufficient homogeneity between trials. Results Fifteen articles were 
included reporting data from 14 randomized controlled trials (627 participants). There 
was low-quality evidence from four trials that sensory electrical stimulation did not 
improve upper limb activity compared to placebo (SMD 0.4, 95%CI -0.07 to 0.87, I(2) 
38%) and moderate-quality evidence from three trials that it did not improve motor 
impairment (MD 3.45 units, 95%CI -1.47 to 8.36, I(2) 35%). Low-quality evidence from 
two trials demonstrated that therapist-delivered sensory stimulation did not improve 
upper limb activity (SMD 0.25, 95%CI -0.20 to 0.69, I(2) 0%) compared to usual care. 
Conclusion Current low- to moderate-quality evidence suggests somatosensory 
stimulation is not effective in improving upper limb motor impairment or activity after 
stroke.
83
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2.4.3. Activity of daily living 
A survey conducted on Importance of squatting and sitting on the floor: 
perspectives and priorities of rural Indian patients with stroke.  A sample of convenience 
of 123 patients diagnosed with stroke who were receiving physiotherapy in rural 
rehabilitation setting in Gujarat, India participated. All patients were asked to rate the 
importance of DKF activities in performing various daily activities related to self care, 
mobility, domestic life, work and community participation. This study result shows that 
68% of participants rated DKF activities as very important for carrying out their daily 
activities. Toileting (78%), bathing (68%), eating (68%), praying (54%) and work (51%) 
were the activities for which DKF activities were rated as very important by both men 
and women. However, higher proportion of women compared to men rated 
domestic life activities such as cooking, washing cloths and cleaning house as very 
important. This study concluded that because a substantial proportion of patients 
with stroke identified DKF activities as very important for performing major daily 
activities, independent performance of squatting and sitting on the floor should be 
considered as one of the important rehabilitation goals for patients with stroke.
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A Simulation study conducted to assess the activities of daily living functions 
using online computerized adaptive testing: We found that (i) correlation coefficients for 
the three CAT-estimated measures were 0.77 (CADL), 0.93 (Male ADL), and 0.93 
(Female ADL) compared with their NAT counterparts. Different number ratios of person-
paired measures between CAT and NAT for the three scales were all less than 5 %, 
indicating no difference exists between CAT and NAT. However, CAT might be 66 % 
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more efficient than NAT. (ii) The estimated cut points of T scores (i.e., with a mean of 50 
and a standard deviation of 10) were 45, 55, and 65 (e.g., separating person ADL function 
to four strata with not active, fairly active, active, and very active). (iii) An available-for-
download online ADL-CAT APP for clinical practice was demonstrated. An online ADL-
CAT APP using the MAP method was created and used on smart phones to 
classify ADL strata in patients with stroke.
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A cross-sectional descriptive correlation study was conducted to determine a 
causal relationship among balance self-efficacy, balance, and activities of daily living 
(ADL) in community residents with stroke. Convenience sample comprising 105 stroke 
patients living in the community. Data were collected using self-reporting questionnaires, 
including the Activities-specific Balance Confidence (ABC) scale and the Korean version 
of the Modified Barthel Index (K-MBI). The Berg Balance Scale was used to measure 
balance ability. A path model was tested to investigate the causal relations between 
variables, using the AMOS 17.0 statistical program to analyze the models, to obtain 
maximum-likelihood estimates of model parameters and to provide goodness-of-fit 
indices. This study results show that the proposed path model showed good fit indices. 
The direct path was significant between balance self-efficacy and balance (0.583), 
between balance and ADL (0.455). The indirect path was significant between balance 
self-efficacy and ADL (0.015).This study concluded that support the link between 
balance efficacy, balance, and ADL in stroke patients.
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Section V: Research studies related to Effectiveness of Coping Strategies, Mirror 
Therapy and ADL Compliance strategies in improving quality of life.  
2.5.1. Effectiveness of Coping Strategies 
Coping strategies and health-related quality of life after stroke. Cerebral stroke 
causes a significant worsening of health-related quality of life. This review was 
conducted on studies investigating whether the levels of quality of life were influenced 
by the coping strategies used by stroke patients. We searched on PubMed and Web of 
Science databases and screening references of included studies and review articles for 
additional citations. From initial 389 publications, we included only 6 studies that met 
search criteria and described the association between coping and quality of life. Results 
showed that patients who prefer accommodative or active coping strategies had a better 
quality of life after stroke when compared with patients who adopted assimilative 
coping.
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A qualitative study conducted of acceptability to assess acceptability of training in 
positivity with Positive Mental Training PosMT for prevention and management of post-
stroke psychological problems and to help with coping with rehabilitation. The remainder 
reported positive physical and psychological benefits including improved relaxation, 
better sleep and reduced anxiety after four weeks. Survivors who completed the 
programme gained a positive outlook on the future, increased motivation, confidence and 
ability to cope with rehabilitation. No adverse effects were reported. This study 
concluded that The PosMT shows potential as a tool for coping with rehabilitation and 
overcoming post-stroke psychological problems including anxiety and depression.
88
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A prospective longitudinal study concluded to determine whether Coping 
strategies as determinants of quality of life in stroke patients Stroke patients who were 
discharged home were interviewed at 4 different time points; just before discharge (T1), 
and 2 months (T2), 5 months (T3) and 9-12 months after discharge (T4). QOL was 
measured by the EQ-5D index score and the SF-36 utility score and coping expressed in 
terms of tenacious goal pursuit and flexible goal adjustment. Modified Rankin scale was 
assessed as a measure of general functioning. Eighty stroke patients were included. 
Coping was not predictive of QOL at T1 and T2 but rather at T3 and T4. At T4 both 
coping strategies determined the levels of QOL as measured with the EQ-5D index score; 
higher levels of tenacious goal pursuit as well as flexible goal adjustment were associated 
with higher levels of QOL. This regression model explained 44% of the variance. This 
study concluded that Coping is a powerful determinant of QOL, but only more than 5 
months after discharge; before this time QOL is mainly determined by general 
functioning. Both coping strategies were important determinants of QOL.
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 A Cross-sectional study conducted to investigate the relative associations of 
coping strategy and depression on health-related quality of life in patients in the chronic 
phase after stroke. A total of 213 patients after stroke (> 18 months post-onset), mean age 
59 years (standard deviation (SD) 9.86 years), 56% men, mean time post-stroke 53 
months (SD 37.8 months). Coping strategy was measured using the assimilative-
accommodative coping scale, depression using the Center for Epidemiologic Studies 
Depression Scale, and quality of life using the World Health Organization Quality of 
Life-BREF. Multivariable regression analyses were performed, adjusted for patient 
characteristics. Results: Depression score was independently related to all domains of 
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quality of life (Psychological Health (B = -0.924; p = 0.000), Physical Health (B = -0.832; 
p = 0.000), Social Relationships (B = -0.917; p = 0.000), Environment (B = -0.662, 
p = 0.000)). Accommodative coping (B = 0.305; p = 0.024) and assimilative coping 
(B = 0.235; p = 0.070) were independently related to the domain Psychological Health, 
adjusted for depression and education level. This study concluded that Coping strategies 
and depression score were independently associated with Psychological Health in patients 
in the chronic phase after stroke. Patients who prefer an accommodative coping strategy 
may show less symptoms of depression. Preferable coping strategies may be trained in 
order to improve both depression score and health-related quality of life in future 
research.
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 A mixed-methods Pilot study examined the impact of a psycho educational 
intervention (PEI) to expand coping skills and identify themes for focused nursing 
strategies to assist post stroke patients. Outcome variables, including dyadic coping, 
quality of life, depression, and self-care self-efficacy, were measured in experimental and 
control groups initially and after PEI was created with experimental couples in six home 
sessions. Method: Repeated measures analysis of variance compared control (n = 5 stroke 
survivors; n = 5 spouses) and experimental groups' (n = 5 stroke survivors; n = 5 spouses) 
on outcomes. Findings: Significant increase occurred in experimental group stroke 
survivors in coping by oneself and quality of life; depressive symptoms decreased. 
Significant increase in positive dyadic coping occurred for experimental group spouses. 
PEI intervention generated a major theme. Conclusions: Nurse-initiated cognitive coping 
intervention was supported by experimental group's elements.
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2.5.2. Mirror Therapy 
A home-based MT program conducted to illustrates the feasibility and 
effectiveness of a self-administered home-based MT program. A home-based MT 
program was practiced over 5 wk. The participant was encouraged to use MT for 30 min 
5×/wk. Therapist contact occurred 1×/wk to monitor performance. An independent 
evaluator administered three outcome measures pre- and post intervention: Upper 
Extremity Sensory and Pain sections of the Fugl-Meyer Assessment; Jebsen-Taylor Test 
of Hand Function, and the Manual Ability Measure-20. This study Results show that the 
participant engaged in a mean of 39.23 (±7.44) min of MT per day and used a variety of 
the recommended activities. Change scores indicated improvement on all of the included 
outcome measures. This case report suggests that a predominantly self-administered 
home-based MT program is feasible and effective at improving function after stroke
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A Randomized controlled trial to evaluate the effects of the mirror therapy 
program on upper-limb motor recovery and motor function in patients with acute stroke. 
Twenty-six patients who had an acute stroke within 6 months of study commencement 
were assigned to the experimental group (n = 13) or the control group (n = 13). Both 
experimental and control group members participated in a standard rehabilitation 
program, but only the experimental group members additionally participated in mirror 
therapy program, for 25 mins twice a day, five times a week, for 4 wks. The Fugl-Meyer 
Assessment, Brunnstrom motor recovery stage, and Manual Function Test were used to 
assess changes in upper-limb motor recovery and motor function after intervention. This 
study results shows In upper-limb motor recovery, the scores of Fugl-Meyer Assessment 
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(by shoulder/elbow/forearm items, 9.54 vs. 4.61; wrist items, 2.76 vs. 1.07; hand items, 
4.43 vs. 1.46, respectively) and Brunnstrom stages for upper limb and hand (by 1.77 vs. 
0.69 and 1.92 vs. 0.50, respectively) were improved more in the experimental group than 
in the control group (P < 0.05). In upper-limb motor function, the Manual Function Test 
score (by shoulder item, 5.00 vs. 2.23; hand item, 5.07 vs. 0.46, respectively) was 
significantly increased in the experimental group compared with the control group (P < 
0.01). No significant differences were found between the groups for the coordination 
items in Fugl-Meyer Assessment. This study confirms that mirror therapy program is an 
effective intervention for upper-limb motor recovery and motor function improvement in 
acute stroke patients. Additional research on mirror therapy program components, 
intensity, application time, and duration could result in it being used as a standardized 
form of hand rehabilitation in clinics and homes.
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A Systematic review conducted on mirror therapy compared with conventional 
rehabilitation in upper extremity function in stroke survivors. Study results shows that 
fifteen studies were included in the systematic review. Recovery of the upper limb, upper 
limb function and gross manual dexterity were frequently measured in these studies. In 
the primary variables in promoting recovery, MT alone showed better results in acute and 
chronic stroke patients in upper limb functioning than either conventional rehabilitation 
(CR) or CR plus MT.
94
 
A randomized controlled trial conducted to examine the effects of mirror therapy 
on upper-extremity function and activities of daily living in chronic stroke patients. 
Fifteen subjects were each assigned to a mirror therapy group and a sham therapy group. 
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The Fugl-Meyer Motor Function Assessment and the Box and Block Test were 
performed to compare paretic upper-extremity function and hand coordination abilities. 
The functional independence measurement was conducted to compare abilities to perform 
activities of daily living. Results show that Paretic upper-extremity function and hand 
coordination abilities were significantly different between the mirror therapy and sham 
therapy groups. Intervention in the mirror therapy group was more effective than in the 
sham therapy group for improving the ability to perform activities of daily living. Self-
care showed statistically significant differences between the two groups. This study 
concluded that Mirror therapy is effective in improving paretic upper-extremity function 
and activities of daily living in chronic stroke patients.
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A pilot randomized controlled trial assessor-blinded study conducted to 
investigate the effectiveness of mirror therapy (MT) combined with bilateral arm training 
and graded activities to improve motor performance in the paretic upper limb after stroke. 
Patients with first-time ischemic or hemorrhagic stroke (N=20), confined to the territory 
of the middle cerebral artery, occurring <6 months before the commencement of the 
study. The MT and control group participants underwent a patient-specific 
multidisciplinary rehabilitation program including conventional occupational therapy, 
physical therapy, and speech therapy for 5 d/wk, 6 h/d, over 3 weeks. The participants in 
the MT group received 1 hour of MT in addition to the conventional stroke rehabilitation. 
Results show that  after 3 weeks of MT, mean change scores were significantly greater in 
the MT group than in the control group for the Fugl-Meyer Assessment (P=.008), 
Brunnstrom stages of motor recovery for the arm (P=.003) and hand (P=.003), and the 
Box and Block Test (P=.022). No significant difference was found between the groups 
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for modified Ashworth scale P=.647).This  study  concluded that MT when combined 
with bilateral arm training and graded activities was effective in improving motor 
performance of the paretic upper limb after stroke compared with conventional therapy 
without MT.
96
 
2.5.3. ADL Compliance strategies   
A case report on Improved functional independence measure facilitates return to 
home after paralyzed upper-limb training: We provided rehabilitation training to a female 
patient who experienced a cerebral infarction at a nursing home for the elderly and was 
admitted to the  recovery phase rehabilitation ward in order to improve her activities of 
daily living and return home. An intensive rehabilitation program incorporating 
occupational therapy and physical training for upper-limb function on the affected side 
was instituted over 170 days. This case suggests that activities of daily living training and 
simultaneous active training of upper-limb function on the affected side in patients with 
functional disorders or lower-limb pain could effectively improve their Functional 
Independence Measure scores, promote functional recovery, and facilitate their return to 
home.
97 
A Multicentre Randomized comparative trials conducted between client-centred 
activities of daily living (ADL) intervention (CADL) compared with the usual ADL 
intervention (UADL) in people with stroke 16 rehabilitation units were randomly 
assigned to deliver CADL or UADL. Results: At three months, there was no difference in 
the outcomes between the CADL group (n = 129) and the UADL group (n = 151), or 
their significant others (n = 87/n = 93) except in the SIS domain "emotion" in favour of 
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CADL (p = 0.04). This study concluded that The CADL does not appear to bring about 
short-term differences in outcomes and longer follow-ups are required.
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 A Randomized controlled trial conducted to evaluate the effect of client-centered 
activities in daily living intervention (CADL). The aim of the CADL was to enable 
agency in daily activities and participation in everyday life among persons with stroke. 
Methods: Six OTs who conducted the CADL was followed through interviews and 
observations on four separate occasions over one year. Data were analyzed using a 
grounded theory approach. Results: Sharing was the core category showing how the OTs 
helped their clients to achieve agency in daily activities. Through sharing the situation the 
OTs strove to obtain an empathetic understanding of the clients' lived experience 
throughout the whole intervention process in order to enable the clients' ownership of 
their daily activities. Conclusion: The continuity of sharing seems to be the key for a 
gradual increase in agency. The approach of sharing should preferably be applied by all 
members of the interprofessional team, including the client and significant others.
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A randomized controlled trial Conducted to determine whether a task-oriented 
training program improved balance, activities of daily living (ADL) performance, and 
self-efficacy in stroke patients. Twenty patients with stroke were recruited from a 
hospital in Cheongju, Korea. Ten of the subjects were assigned to an experimental group 
that participated in the task-oriented training program, and the other 10 were assigned to 
a control group that received traditional rehabilitation therapy.  In the two groups, 
balance was measured with the Berg Balance Scale (BBS), ADL performance with the 
Modified Barthel Index (MBI), and self-efficacy with the Self-Efficacy Scale (SES), 
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before and after 4 weeks of training.  Comparative analysis of the experimental group's 
pretest and post-test results showed statistically significant differences in the BBS, MBI, 
and SES scores. There were also significant between-group differences in the BBS, MBI, 
and SES scores. The results suggest that a task-oriented training program can be an 
effective intervention to improve balance ability, ADL performance, and self-efficacy in 
stroke patients. 
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Section VI: Effectiveness of rehabilitation programme for stroke in improving 
quality of life  
 A community-based study Conducted on Knowledge, attitude, and practice in 
relation to stroke in India. To explore and compare stroke-related KAP among 
participants from stroke-affected families (SAFs) and no stroke-affected families 
(NSFs).the study results shows that the KAP questionnaire was administered to 282 
participants each from both groups. Knowledge about stroke prevailed in 97% 
participants and was significantly higher in the SAF group. Both SAF and NSAF groups 
had better knowledge about prominent symptoms of stroke (loss of consciousness and 
paralysis) and admitted it as emergency situation requiring hospitalization and that it was 
potentially preventable. Those persons belonging to the SAF group, however, had lesser 
knowledge of the risk factors such as diabetes (P < 0.001), smoking (P < 0.014), 
alcoholism (P < .0.0001), family history (P < .0.0001) and mild stroke symptoms such as 
headache, (P < 0.001), vomiting (P < 0.001), and fits (P 0.003) as compared to the NSAF 
group. The study concluded  that persons from both SAF and non-SAF groups are aware 
about stroke but possess lesser knowledge about the many symptoms of stroke and risk 
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factors, indicating the necessity of enhancement of existence knowledge on symptoms for 
better diagnosis and of risk factors for better prevention.101 
A systematic literature review Conducted on Self-management programmes for 
quality of life in people with stroke. who are living in the community, compared with 
inactive or active (usual care) control interventions. authors' concluded that self-
management programmes may benefit people with stroke who are living in the 
community. The benefits of such programmes lie in improved quality of life and self-
efficacy. These are all well-recognised goals for people after stroke. There is evidence for 
many modes of delivery and examples of tailoring content to the target group. Leaders 
were usually professionals but peers (stroke survivors and carers) were also reported - the 
commonality is being trained and expert in stroke and its consequences. It would be 
beneficial for further research to be focused on identifying key features of effective self-
management programmes and assessing their cost-effectiveness.
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A systematic review conducted to  identify how many and what self-management 
support strategies were included in stroke self-management interventions and  describe 
whether self-management programs effectively improved outcomes, focusing specifically 
on function and participation outcomes.  Twelve databases were searched for the years 
1986-2012 to identify self-management programs for stroke survivors. Pre-post, quasi-
experimental and randomized controlled trial study designs were included. Descriptive 
information about the intervention was scrutinized to identify what self-management 
support strategies were present in the intervention and comparisons were made between 
programs using a group versus a one-to-one format. All outcomes were included and 
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categorized. The study results suggested that the most prominent strategies identified in 
our review were goal setting and follow-up, and an individualized approach using 
structured information and professional support. There are indications that self-
management programs can significantly increase participation and functional ability. 
However, the high level of clinical heterogeneity in program delivery, outcomes and level 
of stroke severity made it impossible to conduct a meta-analysis. Further examination of 
individual self-management support strategies, such as linking rehabilitation goal setting 
to Post acuteself-management programs, the inclusion of family members and the 
contribution of peer-support is warranted. Implications for Rehabilitation Self-
management programs for stroke survivors: Linking Post acuteself-management 
programs to rehabilitation goal setting could improve outcomes. Involving family 
members in self-management programs may benefit stroke survivors.
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Cost and cost-effectiveness analysis of a bundled intervention to enhance 
outcomes after stroke in Nigeria the economic and social costs of stroke to the society 
can be enormous. These costs can cause serious economic damage to both the individual 
and the nation. It is thus important to conduct a cost effectiveness analysis to indicate 
whether an intervention provides high value where its health benefits justify its costs. 
This study will provide evidence based on the costs of stroke with a view of improving 
intervention and treatments of stoke survivors in Nigeria. This study utilizes two types of 
economic evaluation methods - cost-effectiveness analysis and cost-benefit analysis - to 
determine the economic impact of Tailored Hospital-based Risk Reduction to Impede 
Vascular Events after Stroke (THRIVES) intervention. The study is conducted in four 
Nigerian hospitals where 400 patients are recruited to participate in the study. The cost-
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effectiveness of THRIVES post-discharge intervention is compared with the control 
Intervention scenario, which is the usual and customary care delivered at each health 
facility in terms of cost per quality adjusted life years (QALYs). It is expected that 
successful implementation of the project would serve as a model of cost-effective quality 
stroke care for implementation.
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A Multicenter randomized controlled trial conducted to investigate the 
effectiveness of a self-management intervention aimed at proactive coping for stroke 
patients and partners, compared with an education intervention. The study included 113 
stroke patients (mean age 57.0 years (standard deviation (SD) 9.0), mean 18.8 months 
after stroke (SD 28.4)) and 57 partners (mean age 59.2 years (SD 8.3)).Participants were 
randomized to a self-management intervention, or an education intervention, both 10 
weeks' duration, outpatient, stroke-specific, and group-based. Main patient inclusion 
criteria were symptomatic stroke (≥ 6 weeks previously) and reporting ≥ 2 restrictions on 
the Restriction subscale of the Utrecht Scale for Evaluation of Rehabilitation 
Participation. Measurements were performed immediately after intervention, and at 3 and 
9 months follow-up. Primary patient and partner outcomes were proactive coping and 
participation restrictions. Analyses were based on linear mixed modelling. This study 
results show that a significant effect was found only in partners' increased proactive 
coping at T2 (compared with education intervention). Beneficial trends were found for 
the self-manage-ment intervention in partners' self-efficacy and patients' health-related 
quality of life, mood complaints and participation restriction. Therefore, the self-
management intervention should not be implemented yet in clinical practice. Further 
research is needed to explore beneficial trends.
105
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 A Randomized controlled trial conducted to evaluate the effects of mental 
practice on stroke patients' upper extremity function and activities of daily living (ADL).  
In this study, 29 stroke patients were randomly assigned to two groups: an experimental 
group (n=14) and a control group (n=15). The experimental group performed 10 minutes 
of mental practice once a day, 5 days a week for 2 weeks in combination with 
conventional rehabilitation therapy. For the control group, general rehabilitation therapy 
was provided during the same sessions as the experimental group. The Action Research 
Arm Test (ARAT) and the Fugl-Myer assessment (FMA) were used to measure upper 
extremity function, and the Modified Bathel Index (MBI) was used to measure daily 
activity performance. This study results show that after the intervention, the mental 
practice group showed significant improvements in upper extremity function on the 
affected side and ADL scores compared to the control group.  The results of this study 
demonstrate mental practice intervention is effective at improving stroke patients' upper 
extremity function and daily activity performance. In follow-up studies, securing a 
greater number of experimental subjects and evaluation of the intervention's therapeutic 
durability are required.
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Conclusion  
 
 The above cited studies have focused & emphasized the need to assess the coping 
ability, motor function function & ADL performance ,there is need for comprehensive 
rehabilitation programme to ensure QOL of stroke patients these articles supported the 
investigator in various aspect like tool development & intervention construction further to 
proceed with appropriate methodology and analysis. 
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CHAPTER III 
METHODOLOGY 
 Research methodology is a way to systematically solve that research problem. It 
may be understood as a science of studying how research is done scientifically.
123 
Research methods refer to steps, procedure, and strategies for gathering and analyzing 
data in the research involved. This chapter presents the methodology adopted for study. It 
includes the research approach, design, variables, study settings, population, sampling 
process, development of the instrument and their description, estimation of validity and 
reliability, ethical consideration, pilot study, data collection procedure and plan for data 
analysis.  
3.1 RESEARCH APPROACH  
Research approach is systemic, objective method of discovery with empirical 
evidence.
124 
In this study evaluative research approach was adopted. The experimental 
group was exposed to intervention which was comprehensive nursing rehabilitation 
programme but not the control group where the intervention was withheld. In this 
intervention study, comparison was made between two groups. After exposure to the 
intervention coping ability, motor function & ADL compliance and quality of life were 
assessed.  
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3.2 RESEARCH DESIGN  
Research design is the overall plan for addressing a research question, including 
specifications for enhancing the study’s integrity. 123The research design used in this 
study was the Quantitative, Non randomized quasi experimental post test only with 
control group design. It involves implementation of comprehensive nursing rehabilitation 
programme on Post acute stroke patient to experimental group and post test assessment of 
coping ability, motor function, ADLcomplaince and quality of life for both groups.  
GROUP TREATMENT 
(X) 
POST TEST 1 
(O1 ) 
POST TEST 2 
(O2) 
 
CONTROL  
  
Routine  Stroke Care 
 
Assess the level  of 
Coping ability, Motor 
function and ADL 
compliance at the  end 
of 2
nd
 week  
Assess the level  of 
quality of life at the  
end of 4th week 
 
 
EXPERIMENTAL 
Implementation of 
Comprehensive Nursing 
Rehabilitation Programme 
with routine  stroke care 
for 30 minutes for 10 days 
another  two weeks at 
home through  telephone 
follow up 
Assess the level  of 
Coping ability, Motor 
function and  ADL 
compliance at the  end 
of 2
nd
 week  
Assess the level  of 
quality of life at the  
end of 4th week 
Table: 3.2 Research Design 
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The keys used for the present study was  
E : Experiment Group 
C : Control Group  
X  :  CNRP 
O1 : Posttest after 2 weeks 
O2 :        Posttest after 4 weeks 
 
3.3 SETTING OF THE STUDY 
  The study will be conducted in KSDC hospitals in Thanjavur (for Experimental 
group) and Meenakshi Multi-Specialty Hospital (for Control group). 
 
Setting refers to physical location and condition in which data collection take 
place in the study. Study was conducted in KSDC hospitals and Meenakshi Multi-
Specialty Hospital at thanjavur. To avoid contamination experimental group samples 
selected from KSDC hospitals and control group samples were selected from Meenakshi 
Multi-Specialty Hospital. The selection of this area was done on the basis of geographical 
proximity, feasibility of conducting study, economy in terms of time, easy transport 
facility, administrative approval and availability of samples.  
A KSDC hospital is a multi specialty hospital located in the south part of 
Thanjavur. This hospital has the facility of 250 in-patients beds. The out patients 
80 
 
 
 
department is facilitated with adequate health care team members like consultants, 
neurologist, registered nurses, nursing aids and clerk. Totally 100 beds were in the neuro 
ward. On average 20-30 ischemic stroke patients are attends OPD in a day, in which 05-
15 were old cases and 15-30 new stroke patients per week.  
Meenakshi Multi-Specialty Hospital is a multi specialty hospital located in the 
south part of thanjavur. This hospital has the facility of 550 in-patients. This hospital has 
a separate OPD for neuromedicine & surgery which works on six days in a week with 
adequate health care team members. There were 50 in-patients beds in neuromedicine 
unit. On average 10-20 old ischemic stroke patients’ visits per day, and 15- 20 new 
ischemic stroke patients cases per week. Both the hospitals were equipped with all 
necessary things to mange any kind neurological complication. These hospitals also have 
the facility of stroke intensive care unit to manage and treat all kind of complications for 
the ischemic stroke patients who needs intensive or observation care. Both the hospitals 
were identical in outpatient care, diagnosis criteria, and prescription of medication, 
treatment protocol, and rehabilitation services. 
3.4 RESEARCH VARIABLE 
 Variables are characters that can have more than one value. The categories of 
Variables discussed in the present study will be, 
 Independent variable: Comprehensive Nursing Rehabilitation Programme 
(CNRP) 
 Dependent variable: quality of life  
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 Other variables: Motor function, coping ability & ADL demonstrated by the 
participants. 
 Extraneous Variable: Method of teaching, clinical exposure, interest of patient 
during teaching, peer group influence & other literature 
  
 
 
 
 
 
 
 
 
Figure 3.4: Research Variable 
 
 
 
OTHER 
VARIABLES 
INDEPENDENT 
VARIABLES 
Comprehensive 
Nursing 
Rehabilitation 
Programme 
(CNRP) 
 
DEPENDENT 
VARIABLE 
 
 
QUALITY OF 
LIFE 
 
EXTRANEOUS 
VARIABLES 
Method of teaching, 
clinical exposure, 
interest of patient 
during teaching, peer 
group influence & 
other literature 
 
Motor function, coping ability & ADL 
demonstrated by the participants 
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Research Design 
E     X     O1     O2      
      C    -       O1     O2                                                                                                              
(Non randomized quasi experimental post test only with control group design) 
Study setting 
 KSDC hospitals Thanjavur (Experimental group) and Meenakshi 
Multi-Specialty Hospital Thanjavur (Control group). 
Target Population 
All Post - Acute stroke patients in Thanjavur 
Sampling technique 
Convenience Sampling 
Control Group 
Routine stroke care 
Experimental Group  
Implementation of Comprehensive Nursing 
Rehabilitation Programme (CNRP) Teaching various 
coping strategies, Teaching ADL and Participating 
mirror therapy programme. 30 minutes daily for 10 
days  
Description of the instrument 
Baseline data to collect basic information about patients 
Coping strategy inventory to evaluate coping ability 
ARAT Scale to evaluate hand functioning levels. 
ADL Compliance check list to assess the ADL Activity 
Modified SSQOL Scale to evaluate quality of life 
 
Accessible Population 
All Post - Acute stroke patients admitted in KSDC hospitals and 
Meenakshi Hospital Thanjavur who are willing to participate the study 
Sample size = 100  
 Experimental group = 50     Control group = 50 
 
Fig 3.2 SCHEMATIC REPRESENTATION OF RESEARCH 
METHODOLOGY 
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Analysis and interpretation 
Frequency and percentage of variables  
Frequency and percentage of coping ability, motor function, ADL 
compliance and quality of life  
Effectiveness of CNRP by Independent t test  
Correlation among variable by Pearson correlation  
Association of variable by chi square test 
 
Posttest 1 (after 2 weeks) 
(Assessment of coping ability by coping strategy 
inventory, hand function by ARAT Scale 
Assessment of ADL Activity by ADL 
Compliance check list 
 
Posttest 2 (after 4 weeks) 
Assessment of Quality of life by SSQOL Scale by 
Modified SSQOL Scale 
 
Posttest 1 (after 2 weeks) 
(Assessment of coping ability by coping strategy 
inventory, hand function by ARAT Scale 
Assessment of ADL Activity by ADL 
Compliance check list 
Posttest 2 (after 4 weeks) 
Assessment of Quality of life by SSQOL Scale by 
Modified SSQOL Scale 
Implications and Recommendation 
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3.5 POPULATION  
A population is a group whose member’s posses specific attributes that a 
researcher is interested in studying. The entire set of individuals or objects having some 
common characteristics.
124
 
Population of this present study was Post acute ischemic stroke patients. 
3.5.1 Target Population 
This is the population that the investigator had chosen to study and make 
generalization. The target population for the study was all stroke patients in thanjavur 
District.  
3.5.2 Accessible Population 
It refers to the aggregate of clients with whom the designated criteria’s are 
conformed and accessible to the investigator. Thus the accessible population is all Post - 
Acute stroke patients admitted in KSDC hospitals and Meenakshi Hospital Thanjavur 
who were willing to participate in this study. 
3.6 SAMPLE AND SAMPLING TECHNIQUE  
Sample is a subset of population, selected to participate in a study.
123 
The samples 
of the present study was Post acute ischemic stroke patient who are fulfilling the 
inclusion and exclusion criteria.  
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3.6.1 Sample Size  
 The sample size estimated by using G power3.1 version which was developed 
by Biostatistics and Research training centre, The Tamilnadu DR.M.G.R.Medical 
University, Chennai, and the researcher had included 100 samples for the study, out of 
which 50 were experimental group and 50 were control group. 
Analysis: Post hoc: Compute achieved power  
Input: Tail(s) = Two 
 Effect size d = 1 
 α err prob = 0.05 
 Sample size group 1 = 50 
 Sample size group 2 = 50 
Output: No centrality parameter δ = 5.0000000 
 Critical t = 1.9844675 
 Df = 98 
 Power (1-β err prob) = 0.9986074 
 
Figure 3.6.1: Post hoc analysis of sample size calculation. 
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3.6.2 Sampling technique  
Sampling is the process of selecting units for study from a population. It is a 
process of selecting a subject of the population in order to obtain information regarding a 
phenomenon in a way that represents the entire population.
123 
the purpose of using a 
sampling technique is to increase representativeness and to decrease bias and sampling 
error. Subjects were selected by convenience sampling method and assigned to control 
and experimental groups.  
 
 
 
 
 
 
 
 
 
 
87 
 
 
 
3.6.3 Method of sample selection  
Subjects were selected by using following procedure.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
Figure 3.6.3: Sampling strategy and procedures to collect the study sample 
SCREENING BY 
SELECTION 
CRITERIA AND 
REFUSE INELIGIBLE 
SAMPLES 
PERMISSION 
OBTAINED FROM 
HOSPITAL AND 
ADVERTISE IN NEURO 
WARD  
RECRUIT SAMPLE                                                           
An information sheet and consent form were 
given and signed and participant completed a 
baseline questionnaire 
CONVENIENTLY SELECTED 
INTERVENTION GROUP  CONTROL GROUP  
FINAL STUDY 
SAMPLE   N = 50 
 
FINAL STUDY 
SAMPLE   N = 50 
 
POPULATION IN 
NEUROMEDICINE WARD IN 
SELECTED HOSPITAL 
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3.7 CRITERIA FOR SAMPLE SELECTION  
Sampling criteria is the list of characteristics essential for inclusion or exclusion 
of the population.  
Inclusion criteria: 
Patients who were:  
 Medically stable  
 Post acute ischemic stroke within (7 to 14 days) after acute treatment. 
 All stroke patients with parietal lobe & thalamic lesion. 
 Patient with upper limb weakness. 
 Age between 25 to 70 yrs. 
 Willing to participate in the study 
 Available during the time of study 
 NIHSS score minimum 14  
 Brunnstorm Motor Recovery Test score is stage III or stage IV. 
 Ability to follow verbal instructions.  
Exclusion criteria: 
Patients who were:  
 Unconscious and increased ICP. 
 Patient with any cognitive deficits. 
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 Orthopedic rheumatology or other diseases affecting the ability to sit or to move 
upper extremities bilaterally. 
 Not able to follow the instructions 
3.8 DEVELOPMENT AND DESCRIPTION OF THE TOOL  
Data collection tools are the procedures or instruments used by the researcher to 
observe or measure the key variables in the research problem. A tool is a method to 
collect, assess or record and measure the collected data in a systematic and uniform 
manner. A closed ended structured questionnaire was developed by the investigator to 
collect background data and  likert scale was prepared to assess the coping ability Rating 
scale was prepared to assess the motor function compliance checklist was prepared 
towards ADL care advices. To identify the outcome of quality of life Rating scale were 
prepared. The tool was prepared to meet the objectives of the study and to test the 
hypothesis. The following steps were adopted in the development of tool.  
 Extensive Review of literature on various aspects on the area of research problem  
 Consultation and discussion with Nursing and Medical clinical experts in the field 
of neurology.  
 Discussion and consultation with the statistician.  
 Review of previous dissertation and theses on the same area of research problem 
of present study.  
 The final tool was prepared with the guidance and suggestions of the guide.  
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 Developments of Comprehensive Nursing Rehabilitation Programme and 
Assessment tools were prepared in III stages. Collection of relevant literature was took 
place in Stage I. In the II
nd
 Stage expert’s opinion were collected regarding clinical 
practice on treatment, management and home care management from neurophysicians 
and nursing personal in the same area. At the end of the II stage Intervention package was 
prepared. Based on the Nursing intervention package, assessment tools were prepared 
which was III rd stage of tool development.  
Stage I  
This stage was concerned with collecting relevant literature to frame a basis for 
Comprehensive Nursing Rehabilitation Programme Detailed descriptions about stroke 
care were collected from national and international books, research article, module 
prepared by different countries and WHO. Information regarding stroke care from the 
above sources was considered as basis for the construction of Comprehensive Nursing 
Rehabilitation Programme. This comprised of coping ability, motor function, ADL 
complaince and quality of life  
Stage II  
Experts were selected from the field of Medicine and Nursing who were 
practicing in the area of neurology. Experts were asked to provide information, opinion 
and suggestion regarding recent clinical practice and treatment guidelines regarding 
stroke management. Home care management and specific measures to identify and 
prevent complications were focused. 
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 First draft of Comprehensive Nursing Rehabilitation Programme was prepared on 
the basis of information collected in stage I and II.  
Stage III  
Based on Comprehensive Nursing Rehabilitation Programme instruments were 
prepared. Tool for this study was consists of five parts.  
Part 1: Basic information about patient Demographic Variables & clinical 
information Brunnstorm motor recovery test and  NIHSS used in order to determine the 
inclusion criteria. 
Part 2:  Modified SS – QOL scale was used to assess the physical & psychosocial 
outcome after stroke.   
 Part 3: Coping strategies inventory was used to assess the coping ability towards 
stroke management. 
Part 4: ARAT scale were used to measure the hand functioning after mirror 
therapy  
Part 5: checklist were prepared to measure the compliance toward ADL  
 
 
 
92 
 
 
 
3.9 DESCRIPTION OF THE TOOLS  
The researcher had developed the following tools for data collection:  
Section. Instrument Used to examine 
Section I Baseline  Data ( Demographic and 
clinical  data ) 
This tool was used to collect the  
basic  and clinical  information about 
the  patients  
Part : a National institute of health stroke 
scale (NIHSS) (standardized tool) 
This tool was used to assess the 
severity of stroke to met the 
inclusion criteria 
Part : b Brunnstrom Motor Recovery Test 
(standardized tool) 
This tool was used to determine if 
participants met the inclusion criteria 
of a minimum Level IV on the 
Brunnstrom scale. 
Section II Modified Stroke specific quality 
of life  (SSQOL) Scale  
This tool was used to evaluate the 
quality of life to find out the efficacy 
of nursing intervention programme. 
Part : a Coping Resource Inventory (CRI) 
(Researcher developed  tool) 
This tool was  used to evaluate the 
coping ability (Psychosocial aspect 
of health)   
Part : b Action research arm test: (ARAT) 
(Standardized tool) 
 
This tool was used to evaluate the 
hand functioning levels. To find out 
the efficacy of mirror therapy 
(physical health) 
Part : c ADL Compliance check  list 
(Researcher developed  tool) 
This tool was used to assess the ADL 
Compliance level. 
Table 3.9: Description of the Tools 
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Section I: It consists of two parts: part I- Basic information consists of 10 items 
& clinical information consists of 10 items and NIHSS scale (10 items) and brunnstorm 
motor recovery test (6 items) used in order to determine the inclusion criteria. No score is 
allotted for this section; this data is used for descriptive analysis of patient data. 
Section II: This section consists of Modified SS – QOL scale to assess the 
physical & psychosocial outcome after stroke. Researcher divided this scale in to two 
components that is physical and psychosocial component, this instrument consisted of 41 
questions among which 20 questions were psychosocial component and 21 questions 
were physical component. It is measured by 5 point scale. Scoring of the items ranges 
from 5 to 1 A score of 1 was given for Total help - Couldn't do it at all - Strongly agree, 2 
for A lot of help - A lot of trouble - Moderately agree, 3 for Some help - Some trouble - 
Neither agree nor disagree, 4 for A little help - A little trouble - Moderately disagree and 
5 for No help needed - No trouble at all - Strongly disagree.  
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Scoring Key for SSQOL: 
The level of SSQOL was measured based on the percentage of scores of quality of 
life were graded in four categories. They are “poor”, “fair”, “good” “very good”.: 
S.No. Components Subtests/Questions Poor Fair Good Very 
good 
1 Psychosocial  1. Family role 1,2,3 3 4-7 8-11 12-15 
2. Language 4,5,6,7,8 6 7-12 13-18 19-25 
3. Mood 9,10,11,12,13 5 6-12 13-18 19-25 
4. Social role14,15,16,17 4 5-10 11-15 16-20 
5. Personality18,19,20 3 4-7 8-11 12-15 
 20 21-48 49-73 74-100 
2 Physical  1. Energy 21,22,23 3 4-7 8-11 12-15 
2. Mobility 24,25,26,27,28 6 7-12 13-18 19-25 
3. Work productivity 
29,30,31 
3 4-7 8-11 12-15 
4. Self care 32,33,34,35,36 6 7-12 13-18 19-25 
5. Upper extremity function 
37,38,39,40,41 
6 7-12 13-18 19-25 
 24 25-50 51-76 77-100 
To measure the effectiveness of comprehensive nursing rehabilitation programme 
using the raw score: 
      Actual raw score – Lowest possible raw score  
      Possible raw score range 
The actual raw score is the values achieved through summation. Lowest possible 
raw score is the lowest possible values that could occur through summation. Possible raw 
 100 
Transformed Score = 
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score range is the difference between the maximum possible raw score and the lowest 
possible raw score. 
PART :A This section consist of coping strategies inventory  to assess the coping 
ability towards coping with stroke management this consist of  2 subtest tenacious goal 
pursuit 8 items, and flexible goal adjustment 7 items. Scoring of these items ranges from 
5 to 1 respectively very much to none.  
Scoring Procedure 
Based on the percentage of scores the levels of coping ability were graded in four 
categories. They are “no”  “little”, “some”, “much” very much”.  
Level of coping ability Actual Scores Percentage of Scores 
No coping 1- 15 1-20 
Little coping 16 – 30 21-40 
Some coping 31 – 45 41-60 
 Much coping 46 - 60 61-80 
Very much coping 61-75 81-100 
                                                             
 
PART : B This section consist of ARAT scale to measure the hand functioning after 
mirror therapy there were 20 items in this section it consists of four subtest grasp 
x 100 The percentage obtained 
Obtained Score                   
Total Score 
= 
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(4items),grip (4items),pinch (6items),gross motor (4 items) Scoring of these items ranges 
from 3 to 0 respectively normal performance to no performance   
Scoring Procedure 
 Based on the percentage of scores the levels of hand functioning were graded in 
three categories. They are “poor”, “fair”, “very” good” .  
Level of  hand functioning Actual Scores Percentage of Scores 
Poor hand functioning   0- 14 0-24 
Fair hand functioning   15 – 29 25-50 
Good hand functioning  30 – 44 51 -77 
 Very Good hand functioning 45 – 57 78-100 
                                                
 
PART : C This section consists of checklist to measure the compliance toward ADL there 
were 40 items in this section it consists of diet (4 items),dressing & grooming (5 items) 
,bladder & bowel continence ( 5 items) communication ( 7 items), vision  ( 3 items), oral 
hygiene ( 3 items), prevention of recurrence ( 7 items)   positioning (3 items) medication 
( 3 items),  Scoring of these items ranges from 3 to 1 respectively always to never. 
Classifications were made based on percentile.  
 Score up to 33.33 Percentile (40) - Non compliant  
 Score 33.34 – 66.66 percentiles (41-80) - Partially Compliant  
  Above 66.66 percentile (> 81) – Compliant 
The percentage obtained = 
Obtained Score                   
Total Score 
x 100 
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3.10 CONTENT VALIDITY OF THE TOOL  
Content validity is the degree to which the items in the instrument adequately 
represent the content for the concept being measured. 
124
 
To ensure content validity, the prepared tool along with blue print, objectives, 
hypothesis and validity criteria checklist were submitted to experts in different fields like 
Nursing, Medicine, Physiotherapy, Psychology, Nutrition and Biostatistics. The experts 
were requested to judge items for relevance, clarity, appropriateness of the title and 
content area.  
The expert suggestions were incorporated in designing the final tool for the study 
in consultation with Guide, Co-guide, Advisory committee members and Statistician for 
its appropriateness.  
3.11 RELIABILITY OF THE TOOL  
Reliability is the degree of consistency with which an instrument measures the 
target attribute which it is designed to measure. It is the major criterion for assessing the 
quality and adequacy of an instrument. 
124 
To test the reliability the tool was administered to 20 samples from KSDC 
Hospital. The background variables i.e. demographic variables and clinical variable the 
reliability was checked by Inter-Ratter Method. 
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 Modified SS-QOL Scale reliability was verified by Cronbach’s alpha ranged 
from adequate (alpha =0.75 for work/productivity subscale) to excellent (alpha = 
0.89 for self-care), the inter-rater reliability Score is (r = 0.92)  
 Coping strategies inventory inter-rater reliability Score is (r=0.87) 
 ADL Compliance checklist inter-rater reliability score is (r = 0.82)  
which shows all the tool was highly reliable. 
3.12 ETHICAL CONSIDERATIONS 
The investigator considered and followed the ethical principles preceding the 
investigation. The investigator adhered to the following actions in order to protect the 
ethical rights of the stroke patients. 
Human Rights 
1. Ethical committee approval was received from the Dhanvantri College of nursing. 
2. To execute the study a written consent from the Head of the hospital  was 
obtained to conduct the study at KSDC Hospital and Meenakshi hospital 
3. Content validity was received from the various experts in the field of Nursing, 
Medicine, Physiotherapy, Psychology, Nutrition and Biostatistics.   
Beneficence and Non-Malefficience 
4. Potential benefits and risk was explained to the stroke patients. 
5. The investigator is trained to execute the mirror therapy exercise. 
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Dignity  
6. Informed consent was obtained from the samples related to the study purpose, 
type of data, nature of commitments, participations and procedure. 
7. Pilot study was executed to check the feasibility and time requirement of the 
study.  
8. Stroke patients ‘rights to withdraw / withhold the information was ensured before 
data collection. 
9. Investigator’s contact information was disseminated to all Stroke patients who 
participated in the study. 
Confidentiality  
10. Confidentiality and anonymity  Pledge was ensured  
Justice 
11. The control group stroke patients were also given the same intervention as Wait 
List Control Group Design. 
3.13 PILOT STUDY  
 A pilot, or feasibility study, is a small experiment designed to test logistics and 
gather information prior to a larger study, in order to improve the latter’s quality and 
efficiency.
 123
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 Pilot study is a smaller version of a propose study conducted to refine the 
methodology. It is developed with similar subjects, the same settings and same data 
collection and analysis technique.  
The objectives were  
 To find out the time required complete the tools  
 To identify whether the tool is clear and understandable by the samples.  
 To refine the instrument  
 To find the hurdles and problems in the study.  
The Investigator obtained formal consent from authority of the hospitals, Patients 
with Post acute stroke. The purpose of this study and confidentiality was explained to the 
stroke patients. Pilot study was conducted from October 2015 to November 2015. The 
Investigator selected 20 Post acute stroke patients (10 Experimental and 10 controls). 
Baseline data was collected by using demographic, clinical variable and NIHSS validated 
tools prior to intervention. 
Implementation of Comprehensive Nursing Rehabilitation Programme (CNRP) 
investigator explained about (CNRP) through appropriate audio visual aids (PPT slides 
with audio and visual aids) simultaneously teaching of ADL by using the self-care 
booklet for 20 minutes at end of the first session. The Comprehensive Nursing 
Rehabilitation Programme was last for 30 minutes daily for 10 days. First 10 mts warm-
up session. Following the warm-up session, 20 minutes of mirror training session starts. 
During the first week of intervention, the patients’ learning to identify or recognize the 
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affected hand as the reflection shown on the mirror box. And do simple movements such 
as finger tapping, wrist flexion, and wrist extension with the unaffected hand. During 
second week patients are trained with simple ROM movements in finger, wrist, and arm. 
During third week making patient mastered in simple moments and gradually improve 
the functional task like holding objects of various size and weight.. During third and 
fourth week patients are instructed to do exercise to master in functional task by motivate 
through phone.  
Post test 1 (O1) in this phase was conducted to both experimental and control 
group at the end of CNRP i.e. after 2weeks Post test 2 (O2) was conducted at the end of 
4
th
 week same procedure was adopted for the control group participants except 
administration of Comprehensive Nursing Rehabilitation Programme. 
The result of the pilot study revealed that the tool was reliable and the study was 
feasible. The pilot study aided the investigator to determine the method of statistical 
analysis and the time requirement for data collection and intervention procedure. 
 
 
 
 
 
102 
 
 
 
3.14 TECHNIQUES OF DATA COLLECTION  
 The data will be collected by using following technique 
                   Variables  Data collection technique  
Demographic variable Interview  
Clinical variable Observation& Records analysis  
Coping ability Self report 
ADL Complaince Self report 
Hand functioning  Observation  
Quality of life Interview  
Table 3.14: Techniques of Data Collection 
3.15  DATA COLLECTION PROCEDURE  
  Data collection for the Main study was done from the month of October 2016 to 
June 2017. 
The permission was obtained from authority of the hospitals. Patients with Post 
acute stroke who fulfills inclusion criteria were selected. Medical case records were 
analyzed for eligibility to participate in the study, purpose of the study was explained and 
written consent was obtained from each participant. The investigator established rapport 
with the subjects to win their confidence, and to get cooperation.  
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Phase I: The investigator was available in the Neuro Ward along with validated 
tool in the patient room   Medical case records were analyzed for diagnosis and 
simultaneously that was noted down.  
 Phase II:  In this phase eligibility criteria were assessed and who were fulfilled 
the criteria were approached. As they kept waiting to consult, the investigator met them 
individually and explained the purpose and the aim of the study written consent was 
obtained from each participant. Demographic data were collected from the subjects. The 
investigator spent nearly 30 minutes for every participant to explain about the CNRP with 
use of appropriate video and self-information booklet, review their records and to 
interview them.  
Phase III: 
Experimental group  
Timing Intervention Main content 
Day before the 
intervention  
10 mts 
Viewing 
PowerPoint 
presentation  
It consists of Video clippings of nicks   to 
create self-motivation & coping ability. 
Basics of stroke-meaning, risk factor signs & 
symptoms management etc. Explaining the 
concept of intervention programme coping 
strategies, mirror therapy and  ADL Activity  
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Day before the 
intervention  
 
Receives the 
information booklet 
about  
Comprehensive 
Nursing 
Rehabilitation  
Programme (CNRP)  
It consists of Coping strategies for cope with 
stress after stroke Mirror therapy Exercise 
schedule to improve hand function and ADL 
Activity information to improve the 
compliance. 
  
Day before the 
intervention  
20 mts 
Teaching various 
coping strategies  
It consists of various coping techniques 
which used to improve coping ability to 
manage the stroke positively. 
At the end of 
the first  
session  
20 mts. 
Teaching ADL by 
using of self-
instructional 
module. 
Teaching and demonstrating the ADL 
activities by using the SIM. It consists of 5 
aspects of ADL activities which includes, 
nutrition, dressing & grooming, 
communication, vision, cognition. 
30 minutes 
daily for 10 
days 
Participating mirror 
therapy programme 
(20mts) followed by 
10mts warm-up 
sessions   
It consists of warm up sessions which is used 
to prepare the patient both physically & 
mentally before the mirror therapy. Mirror 
therapy sessions starts participants were 
asked to perform various activities with the 
unaffected hand, while viewing its image in 
the mirror. To mimic the movements shown 
in the mirror with their affected hand.  
During the 1
st
 
to 5
th
 day of 
intervention, 
Teaching  simple 
movements and 
Trained with simple 
ROM movements 
The patients’ learning to identify or recognize 
the affected hand as the reflection shown on 
the mirror box. And do simple movements 
such as finger tapping, wrist flexion, and 
wrist extension with the unaffected hand 
Patients are trained with simple ROM 
movements in finger, wrist, and arm. 
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Control group  
 After collection of demographic variables the participants were asked to carry out 
their routine care as prescribed.  
Phase IV  
 Post test 1 (O1) was conducted to assess the level of Coping ability, Motor 
function and ADL compliance at the end of 2
nd
 week in both experimental and control 
group. 
  Post test 2 (O2) was conducted to assess the level of quality of life at the end of 
4th week in both experimental and control group. 
 
During 6
th
 to 
10
th
 day of 
intervention 
Making  mastered 
in simple moments 
and gradually 
improve the 
functional task 
making patient mastered in simple moments 
and gradually improve the functional task 
like holding objects of various size and 
weight  
During third 
and fourth 
week 
Follow up and 
motivate through 
phone 
Repeat the exercise schedule and follow the 
ADL strategies in home. making patient 
mastered in simple moments and gradually 
improve the functional task like holding 
objects of various size and weight by 
motivate through phone 
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3.16: PLAN FOR DATA ANALYSIS 
Data analysis was planned based on the objectives stated in the study by using 
descriptive and inferential statistics. The plan for data analysis was as follows.  
 Consolidation and organizing the data in mater sheet.  
 Tabulate frequency and percentage for the analysis of demographic & clinical 
characteristics of the subjects.  
 Testing if the two groups are the homogeneous by chi-square test.  
 Frequency and percentage calculation for demographic variables.  
 Computing frequency and percentage of coping, motor function, compliance and 
quality of life.  
 Computing mean and standard deviation of the scores obtained for coping, 
compliance and motor function.  
 To compare the posttest coping, motor function and compliance scores 
independent t test was used.  
 The relationship between coping, motor function and compliance was analyzed 
with Pearson correlation.  
 To associate the demographic clinical variables with motor function compliance 
and quality of life chi-square test was used.  
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SUMMARY 
Quasi experimental post test only with control group design was carried on 100 
Post acute stroke patients (50 experimental and 50 control group) who  were admitted in 
(KSDC Hospital and  Meenakshi hospital at thanjavur  by using convenience sampling 
technique. Stroke specific Quality of life scale was used to assess the Quality of life 
among Post acute stroke patients. The data was collected after obtaining the permission 
from concerned personnel of the hospital. Analysis was planned to do by using 
descriptive and inferential statistics and to be presented in the form of tables, graphs and 
figures. 
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CHAPTER IV 
ANALYSIS AND INTERPRETATION 
This chapter deals with the analysis and interpretation of data collected to test the 
effectiveness of Comprehensive nursing rehabilitation programme on improving the 
quality of life among Post acute stroke patient. The purpose of this analysis is to find out 
if the Comprehensive nursing rehabilitation programme is effective to improve the 
coping ability, motor function, compliance on ADL and favorable outcome in quality of 
life.  
Analysis is the process of organizing and synthesizing data in such a way that 
research questions can be answered and hypotheses can be tested. The purpose of 
analysis is to summarize, compare, test the proposed study variables relationship and 
draw interference related to the generalization of findings. 
The analysis of interpretation of the data in this study based on the data collected 
(N=100) using a checklist to assess the coping ability, rating scale to assess the motor 
function, compliance checklist to assess the ADL and likert scale to assess the quality of 
life. The results were computed using descriptive and inferential statistics based on the 
objectives of the study. 
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Objectives of the study: 
1. To assess the level of quality of life after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group. 
2.  To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on quality of life among patients with Post acute stroke in 
experimental and control group. 
3. To find out the association between post test scores of quality of life with their 
demographic variables of Post acute stroke patient in experimental and control 
group. 
4. To find out the association between post test scores of quality of life with their 
clinical variables of Post acute stroke patient in experimental and control group. 
Secondary objectives:  
5. To assess the level of quality of life domains after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group 
6. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on coping ability, upper limb motor function, ADL 
compliance among patients with Post acute stroke in experimental and control 
group. 
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7. To find out the relationship among the coping ability, upper limb motor function, 
ADL compliance with quality of life among patients with Post acute stroke in 
experimental group.   
Hypotheses 
H1:  There is a significant difference in quality of life between patients among 
Post acute stroke those who undergo Comprehensive Nursing 
Rehabilitation Programme  
H2:  There is a significant difference in coping ability upper limb motor 
function, ADL compliance between patients with Post acute stroke those 
who undergo Comprehensive Nursing Rehabilitation Programme CNRP.  
H3:  There is a significant relationship among coping ability, upper limb motor 
function, and ADL compliance with quality of life among patients with 
Post acute stroke in experimental group.   
DESCRIPTION OF THE RESULTS  
A total of 100 Post acute stroke patient were participated in this study. Descriptive 
statistics were used to describe the characteristics of the data included the frequency and 
percentage distribution of the variables. The data were checked for normality to compute 
parametric tests and same were used. Independent t test was used to find out the 
effectiveness of CNRP in improving quality of life Pearson correlation was to find out the 
relationship among variables. Chi square test was used to test statistically whether there 
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was any relation between the demographic variables between control and experimental 
group. 
The results were presented under the following sections.  
Section I: Description of Demographic variables and clinical variables of Study 
Participants in Experimental & Control Groups. 
4.1.1: Description of Demographic variables of Study Participants in 
Experimental & Control Groups. 
4.1.2: Description of clinical variables of Study Participants in Experimental & 
Control Groups. 
Section II: Distribution of level of quality of life and its domain of Study Participants in 
Experimental & Control Groups 
4.2.1: Distribution of level of quality of life of Study Participants in Experimental 
and Control group. 
4.2.2 Distribution of level of coping ability, upper limb motor function, 
compliance with ADL strategies of Study Participants in Experimental and 
Control group.  
4.2.3 Area wise distribution of psychosocial aspects of quality of life of Study 
Participants in Experimental and Control group. 
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4.2.4 Area wise distribution of physical aspects of quality of life of Study 
Participants in Experimental and Control group. 
Section III: Effectiveness of Comprehensive Nursing Rehabilitation Programme (CNRP) 
4.3.1: Effectiveness of Comprehensive Nursing Rehabilitation Programme 
(CNRP) on quality of life of Study Participants. 
4.3.2: Effectiveness of Comprehensive Nursing Rehabilitation Programme 
(CNRP) on coping ability, upper limb motor function, compliance with ADL 
strategies of Study Participants. 
Section IV: Description of relationship among the variables  
4.4.1: Description of relationship between psychosocial & physical outcome of 
quality of life among patients with Post acute stroke in experimental and control 
group.   
4.4.2: Description of relationship among coping ability, upper limb motor 
function, compliance with ADL strategies among patients with Post acute stroke 
in experimental group.   
Section V: Description about association of quality of life with demographic variables 
among Study Participants. in experimental and control group 
4.5.1. Description about association of psychosocial aspects of quality of life with 
demographic variables among Study Participants.  
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4.5.2. Description about association of physical aspects of quality of life with 
demographic variables among Study Participants.  
Section VI: Description about association of quality of life with clinical variables among 
Study Participants. 
5.6.1. Description about association of psychosocial aspects of quality of life with 
clinical variables among Study Participants.  
5.6.2. Description about association of physical aspects of quality of life with 
clinical variables among Study Participants.  
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SECTION  - I 
4.1.1.Description of Demographic variables and clinical variables of Study 
Participants in Experimental & Control Groups. 
Table 4.1.1: Frequency and Percentage Distribution of the Demographic Characteristics 
of Study Participants in Experimental & Control group            (N = 100) 
S.No 
Demgraphic 
Variables 
Group 
C
h
i 
sq
u
a
re
 t
es
t 
P
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a
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e 
L
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o
f 
S
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n
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ic
a
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t 
Control 
(N =50) 
Experimental 
(N =50) 
N % N % 
1 Age     
20.717 0.868 NS 
 Early adulthood  
(20 yrs to 35 yrs) 
4 8.0 3 6.0 
Middle adulthood  
 (36 yrs to 50 yrs) 
8 16.0 9 18.0 
Late adulthood 
 (51 yrs  to 60 yrs) 
12 24.0 15 30.0 
Old age  
(above 61 yrs) 
26 52.0 23 46.0 
2 Gender     
0.5848 0.444 NS  Male 42 84.0 39 78.0 
Female 8 16.0 11 22.0 
3 Marital status     
3.8402 0.050 NS 
 Married 49 98.0 44 88.0 
Unmarried 1 2.0 0 0.0 
Divorce 0 0.0 0 0.0 
Widower/widow 0 0.0 6 12.0 
4 Domicile     
1.4475 0.484 NS 
 Urban 14 28.0 10 20.0 
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Semi urban 22 44.0 21 42.0 
Rural 14 28.0 19 38.0 
5 Education      
5.0842 0.278 NS 
 Professional 10 20.0 4 8.0 
Graduates 13 26.0 12 24.0 
Higher secondary 3 6.0 8 16.0 
Secondary 9 18.0 11 22.0 
Middle school 5 10.0 5 10.0 
Primary school 8 16.0 2 4.0 
Read & write 1 2.0 0 0.0 
Read only 1 2.0 8 16.0 
Illiterate 0 0.0 0 0.0 
6 Occupation     
10.6097 0.0313 S 
 Executive/Business 10 20.0 4 8.0 
Semi professional 5 10.0 10 20.0 
Agriculture 3 6.0 15 30.0 
Services/Sales 6 12.0 6 12.0 
Domestic work 6 12.0 7 14.0 
Pensioner 12 24.0 4 8.0 
Manual worker 3 6.0 2 4.0 
Un employed 5 10.0 2 4.0 
7 Income Per month  
(in Rs.) 
    
18.1109 0.0001 
S 
 
 
 
 1589 0 0.0 0 0.0 
1590 – 7877 0 0.0 4 8.0 
7878 – 11816 16 32.0 5 10.0 
11817 – 15753 7 14.0 27 54.0 
15754 – 31506 17 34.0 10 20.0 
Above 31507 10 20.0 4 8.0 
8 Socio Economic 
 status 
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 Upper class 
 
10 20.0 4 8.0 
6.147 0.1034 NS 
Upper middle 17 34.0 12 24.0 
Lower middle 19 38.0 25 50.0 
Upper lower 4 8.0 9 18.0 
Lower class 0 0.0 0 0.0 
9 Personal habits     
11.254 0.023 S 
 Smoking 7 14.0 16 32.0 
Alcohol ingestion 13 26.0 7 14.0 
Tobacco use 13 26.0 4 8.0 
Smoking & Alcohol 
ingestion 
11 22.0 13 26.0 
None 6 12.0 10 20.0 
10 Family 
support system 
    
3.183 0.743 NS  Unpaid or informal 
service 
44 88.0 37 74.0 
Paid or formal service 6 12.0 13 26.0 
NS- Non significant, S- significant            ᵡ2 Value with P < 0.05   
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Fig: 4.1.1.1 Bar diagram shows the Frequency and percentage of age of Study 
Participants in Experimental & Control group. 
 
 
Fig: 4.1.1.2 Bar diagram shows the Frequency and percentage of gender of Study 
Participants in Experimental & Control group. 
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Fig: 4.1.1.3 Bar diagram shows the Frequency and percentage of personal habits  of 
Study Participants in Experimental & Control group. 
 
Fig: 4.1.1.4 Cone diagram shows the Frequency and percentage of personal habits of 
Study Participants in Experimental & Control group. 
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Table 4.1.1 show the frequency and percentage distribution of the demographic 
characteristics of the subjects. Fig: 4.1.1.1  show s Majority of subjects 26 (52%) from 
control group and 23 (46%) of the subject from experimental group in the age group 
above 60 yrs. 12 (24. %) in the control group, 15 (30%) in the experimental group were 
in the age group of 51-60 years. 8 (16%) in the control group 9 (18%) in the experimental 
group were in the age group of 36 to 50 years.4(8%) in the control group 3 (6%) in the 
experimental group were in the age group of 20 to 35years,  
Fig: 4.1.1.2 shows Majority of the subjects 42 (84%) from control group 39 (78%) 
of the subject from experimental group were males and 8 (16%) from control group and 
11(22%) of the subject from experimental group are females. 
 Majority of the subjects 49 (98%) from control group 44 (88%) of the subject 
from experimental group were married and 1 (2%) from control group were 
unmarried and 6 (12%) of the subject from experimental group are 
widow/widower. 
 Majority of the subjects 22 (44%) from control group and 21 (42%) of the subject 
from experimental group were residing at semi urban area and 14 (28%) and 19 
(38%) of the subject from experimental group were residing at rural area and 14 
(28%) of the subject from control group and 10 (20%) of the experimental group 
were residing at urban area.  
 Majority of the subjects 13(26%) from control group and 12 (24%) of the subjects 
from experimental group were graduates and 9 (18%)  control group and 11 
(22%) of the subjects from experimental group were educated up to secondary 
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education and 10 (20%) from control group and 4 (8%) of the subjects from 
experimental group were professionals and 3 (6%) from control group and 8 
(16%) of the subjects from experimental group were educated up to higher 
secondary, and 5 (10%) from control group and 5 (10%) of the subjects from 
experimental group were educated up to middle school education, and 8 (16%) 
from control group and 2 (4%) of the subjects from experimental group were 
educated up to primary education, and 1 (2%) from control group and 8 (16%) of 
the subjects from experimental group were only able to read educated up to higher 
secondary, in both groups there were no illiterates.   
 Participants 10(20%) from control group and 4(8%) of the subjects from 
experimental group were doing executive work and business,5(10%) from control 
group and 10 (20%) of the subjects from experimental group were doing semi 
professional work, 3(6%) from control group and 15(30%) of the subjects from 
experimental group were doing agricultural work, 6(12%) from control group and 
6(12%) of the subjects from experimental group were doing service/sales job, 
6(12%) from control group and 7(14%) of the subjects from experimental group 
were doing domestic work, 12(24%) from control group and 4(8%) of the subjects 
from experimental group were pensioner, 3(6%) from control group and 2(4%) of 
the subjects from experimental group were doing manual work,5(10%) from 
control group and 2(4%) of the subjects from experimental group were 
unemployed. 
 Participant 4 (8%) in the experimental group were had monthly income between 
1590 – 7877, 16 (32%)  from the control group and 5(10%) in the experimental 
121 
 
 
 
group had monthly income  between 7878 – 11816, to Rs.15,000/-, 5 (6.1%) in 
the control group 22 (26.2%) in the experimental group had monthly income up to 
Rs. 20,000/- 7 (8.5%) in the control group 4 (4.8%) in the experimental group had 
monthly income of Rs 20,000 and above. 147  
 Fig: 4.1.1.3 shows Majority of the participant 26 (52%) in the experimental 
group,22 (44%) in the control group were  having personal  habits of  Smoking & 
Alcohol ingestion, 13 (26%) in the control group 7 (14%) in the experimental 
group were having personal  habits of  Alcohol ingestion 13 (26%) in the control 
group 4 (8%) in the experimental group were having personal  habits of  tobacco 
use. 16 (32%) in the experimental group,7 (14%) in the control group were  
having personal  habits of  Smoking ,6 (12%) in the control group 10 (20%) in the 
experimental group were not having any above personal  habits.  
 Fig: 4.1.1.4 shows Majority of the participant 44 (88%) in the control group,37 
(74%) in the were experimental group were having Unpaid or informal service of 
Family  support system 6 (12%) in the control group,13 (26%) in the were 
experimental group were having paid or formal service of Family  support system 
 A comparison of homogeneity of the demographic characteristics of the study 
participant in the experimental and control group showed there was no 
homogeneity between the groups in most of the characteristics. There was a 
significant homogeneity between the groups in Occupation, income and personal 
habit. This indicates that the groups did not homogenous in most of the personal 
characteristics.  
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4.1.2.Description of clinical variables of Study Participants in Experimental 
& Control Groups 
Table 4.1.2: Frequency and Percentage Distribution of the Clinical variables of Study 
Participants in Experimental & Control Groups                   (N =100) 
S. 
No 
Clinical variable 
Control  
(N =50) 
 
Experimental   
(N =50) 
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N % N % 
1. Type of ischemic 
stroke 
    
6.383 0.041 S 
 a. Thrombotic stroke 44 88.0% 47 94.0% 
 b.Embolic  stroke 2 4.0% 2 4.0% 
 c.Lacunar stroke 4 8.0% 1 2.0% 
 d.TIA     
2. Location of lesion      
3.524 0.317 NS 
 a.MCA Territory 41 82.0% 36 72.0% 
 b.PCA Territory 3 6.0% 9 18.0% 
 c.ACA Territory 3 6.0% 2 4.0% 
 d. Multiple Territory 3 6.0% 3 6.0% 
3.  Location of disability       
6.395 0.219 NS  a. Right UL 37 74.0% 39 78.0% 
 b. Left  UL 13 26.0% 11 22.0% 
4. Level of disability     
2.597 0.107 
N
S 
 a. Mild dependant 18 36.0% 26 52.0% 
 b. Moderate dependant 32 64.0% 24 48.0% 
5. Level of upper motor 
function 
    
4.1126 0.157 
N
S  a. Stage I     
 c. Stage II 32 64.0% 26 52.0% 
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 d. Stage III 18 36.0% 24 48.0% 
 e. Stage IV     
6 Pre morbid condition      
3.946 0.413 NS 
 a. Hypertension 14 28.0% 11 22.0% 
 b. Diabetes mellitus 3 6.0% 6 12.0% 
 c.Hypertension diabetes 
mellitus 
20 40.0% 19 38.0% 
 d.Previous history of 
TIA,MI 
5 10.0% 2 4.0% 
 e.Hypercholesterolemia 2 4.0% 5 10.0% 
 f.Cardiacproblem 
LVH,CCF,CAD,AF  
 
4 8.0% 6 12.0% 
7 Severity of stroke as 
per NIHSS  
    
0.056 0.812 NS 
 a. Mild Stroke 12 24.0% 26 52.0% 
 b. Mild to Moderate 
Stroke 
38 76.0% 24 48.0% 
 c. Severe Stroke     
 d. Very severe stroke     
8 Time since stroke     
21.16 0.001 S 
 a.14 days 13 26.0% 36 72.0% 
 b.1 month 37 74.0% 14 28.0% 
 c.2 month      
 d.3month      
9 Associated illness      
0.1113 0.990 NS 
 a. Diabetes mellitus 5 10.0% 6 12.0% 
 b. Hypertension  15 30.0% 15 30.0% 
 c.DM with 
Hypertension  
25 50.0% 24 48.0% 
 d.none 5 10.0% 5 10.0% 
10 Compliance on 
treatment  
    3.241 0.071 NS 
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 a) Compliant   20 40.0% 29 58.0% 
 b) Non – complaint   30 60.0% 21 42.0% 
NS- Non significant, S- significant            ᵡ2 Value with P < 0.05 
 
 
Fig: 4.1.2.1 Bar diagram shows the Frequency and percentage of location of lesion   
of Study Participants in Experimental & Control group. 
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Fig: 4.1.2.2 Bar diagram shows the Frequency and percentage of location of 
disability    of Study Participants in Experimental & Control group. 
 
Fig: 4.1.2.3 cone diagram shows the Frequency and percentage of premorbid 
condition of Study Participants in Experimental & Control group. 
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Fig: 4.1.2.4 cone diagram shows the Frequency and percentage of associated illness   
of Study Participants in Experimental & Control group. 
Table 4.1.2 show the frequency and percentage distribution of the clinical characteristics 
of the subjects. Majority of subjects 44 (88%) from control group and 47 (94%) of the 
subject from experimental group have diagnosed as thrombotic stroke. 2 (4. %) in the 
control group,2 (4%) in the experimental group have diagnosed  as embolic stroke. 1 
(2%) in the experimental group were diagnosed  as lacunars stroke. 
 Fig: 4.1.2.1 shows Majority of the subjects 41 (82%) from control group 36 (72%) 
of the subject from experimental group were have MCA Territory lesions and 3 
(6%) from control group 9 (18%) of the subject from experimental group were 
have PCA Territory lesions and 3 (6%) from control group 2 (4%) of the subject 
from experimental group were have ACA Territory lesions and 3 (6%) from 
control group 3 (6%) of the subject from experimental group were have Multiple 
Territory lesions. 
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 Fig: 4.1.2.2 shows Majority of the subjects37 (74%) from control group 39 (78%) 
of the subject from experimental group were had right upper limb disability and 
13(26%) from control group 11 (22%) of the subject from experimental group 
were had left upper limb disability. 
 Majority of the subjects 18 (36%) from control group 26 (52%) of the subject 
from experimental group were mild dependant level and 32(64%) from control 
group 24 (48%) of the subject from experimental group were had moderate 
dependant level. 
 Majority of the subjects 32 (64%) from control group 26 (52%) of the subject 
from experimental group were stage II level of upper limb motor function and 
18(36%) from control group 24 (48%) of the subject from experimental group 
were stage II level of upper limb motor function 
 Fig: 4.1.2.3 shows Majority of the subjects 20 (40%) from control group 19 (38%) 
of the subject from experimental group were had diabetes with hypertension and 
14(28%) from control group 11 (22%) of the subject from experimental group 
were had hypertension and 4(8%) from control group 6 (12%) of the subject from 
experimental group were had cardiac  problem and 5(10%) from control group 2 
(4%) of the subject from experimental group were had previous history  of TIA, 
MI and 2(4%) from control group 5 (10%) of the subject from experimental group 
were had hypercholesterolemia. and 3(6%) from control group 6 (12%) of the 
subject from experimental group were had diabetes mellitus. 
 Majority of the subjects 38 (76%) from control group 24 (48%) of the subject 
from experimental group were had mild to moderate stroke and 12(24%) from 
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control group 26 (52%) of the subject from experimental group were had mild 
stroke. 
 Majority of the subjects 36 (72%) from the subject from experimental group were 
investigators finds within 14 days after stroke and 37(74%) from control group 
were investigators finds within 1 month after stroke and  
 13 (26%) of the subject from control group were investigators finds within 14 
days after stroke and 14 (28%) from the subject from experimental group were 
investigators finds within 1 month after stroke  
 Fig: 4.1.2.4 shows Majority of the subjects 25 (50%) from control group 24 (48%) 
of the subject from experimental group were had associated illness of diabetes 
with hypertension and 15(30%) from control group 15 (30%) of the subject from 
experimental group were had hypertension. and 5(10%) from control group 6 
(12%) of the subject from experimental group were had diabetes mellitus. and 
5(10%) from control group 5 (10%) of the subject from experimental group were 
not having any  associated illness. 
 Majority of the subjects 29 (58%) from the subject from experimental group were 
Compliance on treatment and 30(60%) from control group were had Compliance 
on treatment and 21 (42%) from the subject from experimental group were Non - 
Compliance on treatment and 20(40%) from control group were Non - 
Compliance on treatment. 
 A comparison of homogeneity of the clinical characteristics of the study 
participant in the experimental and control group showed there was no 
homogeneity between the groups in most of the characteristics. There was a 
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significant homogeneity between the groups in Level of upper motor function, 
Severity of stroke, Time since stroke This indicates that the groups did not 
homogenous in most of the clinical characteristics. 
 
 
 
 
 
 
SECTION – II 
 Frequency and Percentage Distribution of quality of life and its domain of 
Study Participants. 
4.2.1: Frequency and Percentage Distribution of quality of life of Study 
Participants. 
Table 4.2.1: Frequency and Percentage Distribution of quality of life of Study 
Participants.           N=100 
S.NO VARIABLES 
Post test 2 
CONTROL 
N = 50 
EXPERIMENTAL 
N = 50 
 Psychosocial out come F % F % 
1 Poor  17 34 1 2 
2 Fair  27 54 14 28 
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3 Good  6 12 27 54 
4 Very good  0 0.0 8 16 
 Total 50 100. 50 100 
 Physical outcome      
1 Poor  21 42 2 4 
2 Fair  24 48 12 24 
3 Good  5 10 22 44 
4 Very good 0 0 14 28 
 Total 50 100 50 100 
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Fig: 4.2.1 Bar diagram shows the Frequency and percentage of quality of life of Study Participants in Experimental & Control 
group. 
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Table 4.2.1 & Fig: 4.2.1 shows frequency and percentage distribution of quality of life. 
Related to psychological outcome 17 (34%) in the control group 1 (2%) in the 
experimental group had poor outcome, 27 (54%) in the control group 14 (28%) in the 
experimental group had fair outcome. 6 (12%) in the control group 27 (54%) in the 
experimental group had good outcome, 8 (16%) in the experimental group had very good 
outcome. 
Regards to physical outcome 21 (42%) in the control group 2 (4%) in the experimental 
group had poor physical outcome,24 (48%) in the control group12 (24%)experimental 
group had fair outcome 5 (10%) in the control group 22 (44%) in the experimental group 
had good physical outcome,14 (28%) in the experimental group had very good physical 
outcome.  
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4.2.2; Distribution of domains of quality of life of Study Participants in 
Experimental and Control group. 
Table 4.2.2;: Distribution of level of coping ability, upper limb motor function, ADL 
compliance of Study Participants in Experimental and Control group.       
                  N = 100                                                                                                                           
S.NO VARIABLES Post test 1 
CONTROL   N = 50 EXPERIMENTAL   N = 50 
PSYCHOSOCIAL DOMAIN 
LEVEL OF COPING 
  Frequency Percentage Frequency Percentage 
1 No coping  14 28.0% 0 0.0% 
2 Little coping  24 48.0% 3 6.0% 
3 Some coping  11 22.0% 17 34.0% 
4 Much coping 1 2.0% 26 52.0% 
5 Very much coping 0 0.0% 4 8.0% 
 Total 50 100.0% 50 100.0% 
PHYSICAL  DOMAIN 
LEVELOF UPPERLIMB FUNCTION  
  Frequency Percentage Frequency Percentage 
1 Poor hand function 13 26.0% 0 0.0% 
2 Fair hand function 30 60.0% 22 44.0% 
3 Good hand function 7 14.0% 25 50.0% 
 Very good hand 
function 
0 0.0% 3 6.0% 
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 Total 50 100.0% 50 100.0% 
LEVEL OF ADL COMPLIANCE  
  Frequency Percentage Frequency Percentage 
1 Non compliance 16 32.0% 0 0.0% 
2 Partially 
compliance 
29 58.0% 12 24.0% 
3 Compliance  5 10.0% 38 76.0% 
 Total 50 100.0% 50 100.0% 
Table 3.A shows that frequency and percentage distribution of coping ability 
score between groups. 14 (28%) in the control group had No coping, 24 (48%) in the 
control group 3 (6%) in the experimental group had little coping, 11 (22%) in control 
group 17 (34%) in the experimental group had some coping.1 (2%) in control group 26 
(52%) in the experimental group had much coping. And 4(8%)in experimental had very 
much coping. 
Regards to level of upper motor function score between groups. 13 (26%) in the 
control group had poor hand function, 30 (60%) in the control group 22 (44%) in the 
experimental group had fair hand function, 7 (14%)%) in the control group 25 (50%) in 
the experimental group had good hand function and 3(6%) in the experimental group had 
very good hand function 
Regards to level of compliance score between groups.16 (32%) in the control 
group had non compliance, 29 (58%) in the control group 12 (24%) in the experimental 
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group had partially compliance, 5 (10%) in the control group 38 (76%) in the 
experimental group had compliance. 
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Figure: 4.2.3. Cone diagram shows area wise Distribution of psychosocial aspects of quality of life of Study Participants in 
Experimental and Control group. 
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Table 4.2.3 & Fig: 4.2.3 shows area wise Distribution of psychosocial aspects of quality 
of life of Study Participants in Experimental and Control group. Related to family role 20 
(40%) in the control group 1 (2%) in the experimental group had poor outcome, 23 (46%) 
in the control group 14 (28%) in the experimental group had fair outcome. 7 (14%) in the 
control group 25 (50%) in the experimental group had good outcome, 10(20%) in the 
experimental group had very good outcome. 
 Related to language 18 (36%) in the control group 3 (6%) in the experimental 
group had poor outcome, 28 (56%) in the control group 22 (44%) in the experimental 
group had fair outcome. 4 (8%) in the control group 25 (50%) in the experimental group 
had good outcome, 
 Related to mood 19 (38%) in the control group 2 (4%) in the experimental group 
had poor outcome, 26 (52%) in the control group 14 (28%) in the experimental group had 
fair outcome. 5 (10%) in the control group 26 (52%) in the experimental group had good 
outcome, 8(16%) in the experimental group had very good outcome. 
 Related to social role 18 (36%) in the control group 4 (8%) in the experimental 
group had poor outcome, 23 (46%) in the control group 12 (24%) in the experimental 
group had fair outcome.9 (18%) in the control group 28 (56%) in the experimental group 
had good outcome, 6(12%) in the experimental group had very good outcome. 
Related to personality 19 (38%) in the control group 2 (4%) in the experimental group 
had poor outcome, 22 (44%) in the control group 14 (28%) in the experimental group had 
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fair outcome.9 (18%) in the control group 29 (58%) in the experimental group had good 
outcome, 5(10%) in the experimental group had very good outcome 
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Figure : 4.2.4   Bar diagram shows Area wise distribution of physical aspects of quality of life of Study Participants in 
Experimental and Control group 
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4.2.4 Area wise distribution of physical aspects of quality of life of Study Participants in Experimental and 
Control group. 
 
N=100 
140 
 
 
 
 Fig: 4.2.3 shows area wise Distribution of psychosocial aspects of quality of life 
of Study Participants in Experimental and Control group. Related to energy 16 (32%) in 
the control group 3 (6%) in the experimental group had poor outcome, 28 (56%) in the 
control group 14 (28%) in the experimental group had fair outcome. 15 (30%) in the 
control group 10 (20%) in the experimental group had good outcome, 23(46%) in the 
experimental group had very good outcome. 
 Related to mobility 28 (56%) in the control group 1 (2%) in the experimental 
group had poor outcome, 7 (14%) in the control group 9 (18%) in the experimental group 
had fair outcome. 16 (32%) in the control group 12 (24%) in the experimental group had 
good outcome, 28(56%) in the experimental group had very good outcome. 
 Related to work productivity 29 (58%) in the control group 1 (2%) in the 
experimental group had poor outcome, 5 (10%) in the control group 12 (24%) in the 
experimental group had fair outcome. 16 (32%) in the control group 4 (8%) in the 
experimental group had good outcome, 33(66%) in the experimental group had very good 
outcome. 
 Related to self care 28 (56%) in the control group had poor outcome, 6 (12%) in 
the control group 10 (20%) in the experimental group had fair outcome.14 (28%) in the 
control group 8 (16%) in the experimental group had good outcome, 32(64%) in the 
experimental group had very good outcome. 
 Related to upper limb motor function 29 (58%) in the control group had poor 
outcome,7 (14%) in the control group 21 (42%) in the experimental group had fair 
outcome.26 (52%) in the experimental group had good outcome, 3(6%) in the 
experimental group had very good outcome 
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SECTION – III 
Effectiveness of Comprehensive Nursing Rehabilitation Programme (CNRP) 
4.3.1: Effectiveness of Comprehensive Nursing Rehabilitation Programme 
(CNRP) on quality of life of Study Participants. 
Table: 4.3.1Effectiveness of Comprehensive Nursing Rehabilitation Programme (CNRP) 
on quality of life 
S.NO GROUP N MEAN SD T - value Significance  
Psychosocial Experimental 50 68.34 11.691 9.480 .001 
Control 50 47.12 10.671 
Physical  Experimental 50 68.46 14.619 9.274 .001 
control 50 43.84 11.776 
PH- Primary Hypothesis, SH- Secondary Hypothesis    (P < 0.05 Significant) 
Table 4.3.1 shows that there is a significant difference in Psychosocial outcome level 
between the groups Calculated t test value (9.480) P value was .001 (.001<0.05) hence 
the investigator accept the hypothesis (H1). 
Table 4.3.1 shows that there is a significant difference in Physical outcome level between 
the groups Calculated t test value (9.274) P value was .001 (.001<0.05) hence the 
investigator accept the hypothesis (H1) 
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4.3.2 Effectiveness of (CNRP) on coping ability, upper limb motor function, 
compliance with ADL strategies of Study Participants 
Table 4.3.2.Effectiveness of (CNRP) on coping ability, upper limb motor function, and 
compliance with ADL strategies of Study Participants. 
S. No Variables  Group N Mean SD t-value Significance  
1 Coping Experiment
al 
50 46.66 8.738 13.012 .001 
control 50 24.42 8.350 
2 Upper Limb 
Motor 
Function 
Experiment
al 
50 32.14 7.717 6.302 .001 
control 50 22.66 7.320 
3 ADL 
Complaince  
Experiment
al 
50 87.32 10.32
2 
11.428 .001 
control 
50 53.90 17.91
7 
PH- Primary Hypothesis, SH- Secondary Hypothesis    df – 98 (P < 0.05 Significant) 
 Table 4.3.2 shows that there is significant difference in coping ability level 
between the groups Calculated t test value (13.012) P value was .001 (0.001 < 0.05) 
hence the investigator accept the hypothesis. (H2) 
Related  to upper limb motor function  shows that there is significant difference in 
upper limp motor function between the groups Calculated t test value (6.302) P value was 
.001 (.001<0.05) hence the investigator accept the hypothesis (H2). 
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 Related to ADL Compliance shows that there is a significant difference in ADL 
score between the groups Calculated t test value (11.428) P value was .001 (.001<0.05) 
hence the investigator accept the hypothesis (H2). 
 
SECTION – IV 
Description of relationship among the variables 
4.4.1. Correlation between psychosocial & physical outcome of quality of life 
among patients with Post acute stroke in experimental and control group. 
Table: 4.4.1Correlation between coping ability, upper limb motor function and ADL 
compliance with quality of life (Psychosocial outcome) of Study Participants. 
PSYCHOSOCIAL 
Group 
 
r value p value Significance 
Control 
Coping ability .785** 0.011 Moderate  positive   relationship  
Motor function .740** 0.021 Moderate  positive   relationship  
ADL score .636** 0.012 Moderate  positive   relationship  
Physical .820** 0.001 Strong positive  linear relationship 
Experimental 
Coping ability .769** 0.001 Strong positive  linear relationship  
Motor function .746** 0.001 Strong positive  linear relationship  
ADL score .845** 0.001 Strong positive  linear relationship  
Physical .869** 0.001 Strong positive  linear relationship  
** Significant at 0.05 level  
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 Table & figures 4.4.1 shows the correlation between psychosocial outcome and 
coping ability, upper limb motor function, ADL compliance and physical outcome 
in control group. There is a moderate positive relationship (r= 0.0.785) between 
Psychosocial outcome and coping ability (0.001 < 0.05) There is a moderate 
positive relationship (r= 0.740) between Psychosocial outcome and upper limb 
motor function (0.001 < 0.05) There is a moderate positive relationship (r= 0.636) 
between Psychosocial outcome and ADL compliance (0.001 < 0.05) There is a 
Strong positive linear relationship (r= 0.820) between Psychosocial outcome and 
physical outcome (0.001 < 0.05)Hence the investigator accept the hypothesis. 
(H3) 
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 Table & figures 4.4.1 shows the correlation between psychosocial outcome and 
coping ability, upper limb motor function, ADL compliance and physical outcome 
in Experimental group. There is a Strong positive linear relationship (r= 0.0.769) 
between Psychosocial outcome and coping ability (0.001 < 0.05) There is a 
Strong positive linear relationship (r= 0.746) between Psychosocial outcome and 
upper limb motor function (0.001 < 0.05) There is a Strong positive linear 
relationship (r= 0.845) between Psychosocial outcome and ADL compliance 
(0.001 < 0.05) There is a Strong positive linear relationship (r= 0.869) between 
Psychosocial outcome and physical outcome (0.001 < 0.05) Hence the 
investigator accept the hypothesis(H3) 
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Table 4.4.2: Correlation between coping ability, upper limb motor function and 
ADL compliance with quality of life (Physical outcome) of Study Participants. 
PHYSICAL 
 Group   r value p value Significance 
Control 
Coping ability .686** 0.018 Moderate  positive   relationship  
Motor function .687** 0.012 Moderate  positive   relationship  
ADLSCORE .678** 0.016 Moderate  positive   relationship  
Psychosocial .820** 0.001 Strong positive  linear relationship  
Experimental 
Coping ability .727** 0.001 Strong positive  linear relationship  
Motor function .833** 0.001 Strong positive  linear relationship  
ADLSCORE .854** 0.001 Strong positive  linear relationship  
Psychosocial .869** 0.001 Strong positive  linear relationship  
** Significant at 0.05 level  
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FIG : 4.4.2 Correlation between coping ability, upper limb motor 
function and ADL compliance strategies with quality of life (Physical 
outcome) of Study Participants.  
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Table & figures 4.4.2.shows the correlation between physical outcome and coping 
ability, upper limb motor function, ADL compliance and psychosocial outcome in control 
group. There is a moderate positive relationship (r= 0.686) between physical outcome and 
coping ability (0.001 < 0.05) There is a moderate positive relationship (r= 0.687) between 
physical outcome and upper limb motor function (0.001 < 0.05)  
There is a moderate positive relationship (r= 0.678) between physical outcome 
and ADL compliance (0.001 < 0.05) There is a Strong positive linear relationship (r= 
0.820) between physical outcome and psychosocial outcome (0.001 < 0.05) Hence the 
investigator accept the hypothesis (H3) 
Table & figures 4.4.2Above table shows the correlation between physical 
outcome and coping ability, upper limb motor function, ADL compliance and physical 
outcome in Experimental group. There is a Strong positive linear relationship (r= 0.727) 
between physical outcome and coping ability (0.001 < 0.05)  
There is a Strong positive linear relationship (r= 0.833) between physical outcome 
and upper limb motor function (0.001 < 0.05) There is a Strong positive linear 
relationship (r= 0.854) between physical outcome and ADL compliance (0.001 < 0.05) 
There is a Strong positive linear relationship (r= 0.869) between physical outcome and 
psychosocial outcome (0.001 < 0.05) Hence the investigator accept the hypothesis (H3). 
 
 
148 
 
 
 
4.4.3: Description of relationship among coping ability, upper limb 
motor function,  ADL compliance  among patients with Post acute stroke in 
experimental group. 
Table 4.4.3:  Correlation between coping ability and motor function of Study Participants 
in Experimental group 
Variables  Motor function Significance 
Coping  r  value P value 
 0.717 0.001 Strong positive  linear relationship 
Table 4.4.3 shows the correlation between coping ability and motor function. There is a 
significant Strong positive linear relationship (r= 0.717) between coping ability and 
motor function. (0.001 < 0.05)  Hence the investigator accepts the hypothesis. (H3). 
Table 4.4.4: Correlation between coping ability and ADL compliance of Study 
Participants. 
Variables      ADL  Complaince Significance 
Coping  r  value P value 
 0.793 0.001 Strong positive  linear relationship 
 
Table 4.4.4 shows the correlation between coping ability and ADL Compliance. There is 
a significant Strong positive linear relationship (r= 0.793) between coping ability and 
ADL Compliance (0.001 < 0.05) Hence the investigator accept the hypothesis (H3). 
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Table 4.4.5: Correlation between motor function and ADL compliance of Study 
Participants 
Variables ADL Complaince Significance 
Motor function r  value P value 
0.824 0.001 Strong positive  linear relationship 
Table 4.4.5 Shows the correlation between Motor function and ADL Compliance. There 
is a Strong positive linear relationship (r= 0.824) between Motor function and ADL 
Compliance (0.001 < 0.05) Hence the investigator accept the hypothesis. (H3). 
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SECTION –V 
4.5.1. Description about association between quality of life and demographic 
& clinical variables among Study Participants. 
Table: 4.5.1 Association between psychosocial outcome and demographic variables in 
control and experimental group. 
N=100 
Sl. 
No. 
Variables 
Control group Experimental group 
Chi 
square 
P 
value
 
Level of 
Significant 
Chi 
square 
P 
value
 
Level of 
Significant 
1 Age 39.772 .000 S 38.958 .000 S 
2 Gender 3.634 .163 NS 13.713 .003 S 
3 Marital status 1.981 .371 NS 2.426 .489
 
NS 
4 Domicile  5.967 .202 NS 15.497 .017 NS 
5 Education  18.150 .200 NS 39.391 .003 S 
6 Occupation  16.964 .258
 
NS 56.859 .000
 
S 
7 Income 16.473 .011 NS 24.088 .020 NS 
8 Socioeconomic status 13.954 .030 NS 22.664 .007 NS 
9 Personal habit 15.142 .056 NS 26.820 .008
 
NS 
10 Family support system 10.543 .015 NS 9.479 .024 NS 
  NS- Non significant, S- significant * significance level – 0.05  
Above table shows association between demographic variable and psychosocial 
outcome. In control group Chi-square value for age 39.772 p value is 0.000. p 0.000 < 
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0.05 In experimental group Chi-square value for age 38.958 p value is 0.000. p 0.000  < 
0.05  Hence the researcher reject the null hypothesis (PH03) accept the alternate (PH3) 
hypothesis. There is a association between age and psychosocial outcome of  quality  of  
life in both groups . 
In control group Chi-square value for gender 3.634 p value is 0.163. p 0.163 > 
0.05 In experimental group Chi-square value for age 13.713 p value is 0.003. p 0.003 > 
0.05 Hence the investigator accept the null hypothesis (PH03) in control  group, in 
experimental group  researcher reject the null hypothesis (PH03) accept the alternate 
(PH3) hypothesis. There is a significant association between gender and psychosocial 
outcome of quality of life in experimental group and no association in control groups. 
In control group Chi-square value for marital status 1.981 p values is 0.371. P 
0.371 > 0.05 in experimental group Chi-square value for age 2.426 p values is 0.489. p 
0.489 > 0.05  there is no association between Marital status and quality of  life in both  
groups 
In control group Chi-square value for Domicile 5.967 p values is 0.202. P 0.202 > 
0.05 in experimental group Chi-square value for age 15.497 p values is 0.017. p 0.017 > 
0.05  there is no association between domicile  and quality of  life in both  groups 
In control group Chi-square value for Education 18.150 p value is 0.200. p 0.200 
> 0.05 In experimental group Chi-square value for age 39.391 p value is 0.003. p 0.003 < 
0.05 There is a significant association between Education and psychosocial outcome of 
quality of life in experimental group and no association in control groups. 
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In control group Chi-square value for Occupation 16.964 p value is 0.258. p 0.258 
> 0.05 In experimental group Chi-square value for age 56.859 p value is 0.000. p 0.000 < 
0.05. There is a significant association between occupation and psychosocial outcome of 
quality of life in experimental group and no association in control groups. 
In control group Chi-square value for income 16.473 p values is 0.258. P 0.258 > 
0.05 in experimental group Chi-square value for age 24.088 p values is 0.020. p 0.020 > 
0.05  there is no association between income and quality of  life in both  groups 
In control group Chi-square value for Socio economic status 13.954 p values is 
0.030 P 0.030 > 0.05 in experimental group Chi-square value for age 22.664p values is 
0.007. p 0.007 > 0.05  there is no association between Socio economic status and quality 
of  life in both  groups 
In control group Chi-square value for personal habit 15.142 p values is 0.056 P 
0.056 > 0.05 in experimental group Chi-square value for age 26.820 p values is 0.008. p 
0.008 > 0.05  there is no association between personal habit and quality of  life in both  
groups 
In control group Chi-square value for Family support system 10.543 p values is 
0.015 P 0.015 > 0.05 in experimental group Chi-square value for age 9.479 p values is 
0.024. p 0.024 > 0.05  there is no association between Family support system and quality 
of  life in both  groups 
In psychosocial outcome control group Chi- square value reveals that there is a 
significant association between quality  of  life  and age when compared to Gender, 
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Marital status, Education, Domicile, Occupation, Income, Socioeconomic status, Personal 
habit, family support system with quality  of  life  (P >0.005). 
 In psychosocial outcome experimental group Chi- square value reveals that there 
is a significant association between quality  of  life  and age, Gender, Education, 
Occupation, when compared to Marital status, Domicile, Income, Socioeconomic status, 
Personal habit , family support system No significant association With quality  of  life   
(P >0.005). 
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4.5.2. Description about association of physical aspects of quality of life with 
demographic variables among Study Participants 
Table 4.5.2.: Association between physical outcome and demographic variables in 
control and experimental group. 
           N=100 
Sl. 
No. 
Variables 
Control group Experimental group 
Chi 
square 
P 
value
 
Level of 
Significant 
Chi 
square 
P 
value
 
Level of 
Significant 
1 Age 44.690 0.00 S 31.146 0.00 S 
2 Gender 3.380 0.185 NS 5.606 0.132 NS 
3 Marital status 1.409 0.494 NS 7.530 0.057 NS 
4 Domicile  7.867 0.097 NS 13.273 0.039 NS 
5 Education  21.449 0.091 NS 36.146 0.005 S 
6 Occupation  20.286 0.121 NS 74.148 0 S 
7 Income 21.726 0.001 S 15.885 0.197 NS 
8 Socioeconomic status 19.970 0.003 S 12.808 0.171 NS 
9 Personal habit 18.428 0.018 NS 18.930 0.09 NS 
10 Family support system 12.256 0.002 S 9.129 0.028 NS 
  NS- Non significant, S- significant * significance level – 0.05  
Above table shows association between demographic variable and physical 
outcome. In control group Chi-square value for age 44.690 p value is 0.000. p 0.000 < 
0.05 In experimental group Chi-square value for age 31.146 p value is 0.000. p 0.000  < 
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0.05   There is a association between age and physical outcome of quality of life in both 
groups. 
In control group Chi-square value for gender 3.380 p value is 0.185. p 0.185 > 
0.05 In experimental group Chi-square value for age 5.606 p value is 0.132. p 0.132 > 
0.05 there is no association between  gender  and  quality  of  life  
In control group Chi-square value for marital status 1.409 p values is 0.494. P 
0.494 > 0.05 in experimental group Chi-square value for age 7.530 p values is 0.057. p 
0.057 > 0.05  there is no association between Marital status and quality of  life in both  
groups 
In control group Chi-square value for Domicile 7.867 p values is 0.097. P 0.097 > 
0.05 in experimental group Chi-square value for age 13.273 p values is 0.039. p 0.039 > 
0.05  there is no association between domicile  and quality of  life in both  groups 
In control group Chi-square value for Education 21.449 p value is 0.091. p 0.091 
> 0.05 In experimental group Chi-square value for age 36.146 p value is 0.005. p 0.005 < 
0.05 There is a significant association between Education and physical outcome of 
quality of life in experimental group and no association in control groups. 
In control group Chi-square value for Occupation 20.286 p value is 0.121. p 0.121 
> 0.05 In experimental group Chi-square value for age 74.148 p value is 0.000. p 0.000 < 
0.05. There is a significant association between occupation and physical outcome of 
quality of life in experimental group and no association in control groups. 
In control group Chi-square value for income 21.726 p values is 0.001. P 0.001< 
0.05 in experimental group Chi-square value for age 15.885 p values is 0.197. p 0.197 > 
156 
 
 
 
0.05  There is a significant association between income  and physical  outcome of quality 
of life in control group and no association in experimental groups. 
In control group Chi-square value for Socio economic status 19.970 p values is 
0.003 P 0.003< 0.05 in experimental group Chi-square value for age 12.808 p values is 
0.171. p 0.171 > 0.05  There is a significant association between income  and physical  
outcome of quality of life in control group and no association in experimental groups. 
In control group Chi-square value for personal habit 18.428 p values is 0.018 P 
0.018 > 0.05 in experimental group Chi-square value for age 18.930 p values is 0.009. p 
0.009 > 0.05  there is no association between personal habit and quality of  life in both  
groups 
In control group Chi-square value for Family support system 12.256 p values is 
0.002 P 0.002 < 0.05 in experimental group Chi-square value for age 9.129 p values is 
0.028. p 0.028 > 0.05  There is a significant association between Family support system 
and physical  outcome of quality of life in control group and no association in 
experimental groups. 
In physical outcome control group Chi- square value reveals that there is a 
significant association between quality  of  life  and age, Income, Socioeconomic status, 
family support system when compared to Gender, Marital status, Education, Domicile, 
Occupation, , Personal habit No significant association With quality  of  life  (P >0.005). 
In physical outcome experimental group Chi- square value reveals that there is a 
significant association between quality  of  life  and age, Education, Occupation, when 
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compared to Marital status, Domicile, Income, Socioeconomic status, Personal habit, 
family support system No significant association With quality  of  life  (P >0.005). 
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SECTION VI 
Description about association of quality of life with clinical variables 
among Study Participants. 
5.6.1. Description about association of psychosocial aspects of quality of life with 
clinical variables among Study Participants. 
Table 5.6.1: Association between psychosocial outcome and clinical variables in control 
and experimental group 
N=100 
Sl.  
No. 
Variables Control group  Experimental group 
Chi 
square 
P 
value
 
S Chi 
square 
P 
value
 
Level of 
Significant 
1 Type of stroke 1.084 0.90 NS 1.980 0.78 NS 
2 Lesion location 9.130 0.17 NS 4.994 0.84 NS 
3 Disability location 7.265 0.03 S 4.509 0.21 NS 
4 Level Disability 17.623 0.00 S 16.476 0.00 S 
5 Upper motor function 17.623 0.00 S 16.476 0.00 S 
6 Premodrbid condition 41.674 0.00 S 41.062 0.00 S 
7 Severity of stroke 7.430 0.02 S 11.878 0.01 S 
8 Time since Stroke 2.050 0.36 NS 5.505 0.14 NS 
9 Associated illness 52.123 0.00 S 37.192 0.00 S 
10 Compliance 21.914 0.00 S 23.306 0.00 S 
NS- Non significant, S- significant * significance level P < 0.05 
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Table 5.6.1 shows association between clinical variable and psychosocial 
outcome. In control group Chi-square value for type of stroke 1.084 p value is 0.090. p 
0.090 < 0.05 In experimental group Chi-square value is  1.980 p value is 0.78. p 0.78  < 
0.05  there is no significant association between type of stroke and psychosocial outcome 
of quality of life in both groups. 
In control group Chi-square value for Lesion location is9.130 p value is 0.170. p 
0.17 > 0.05 In experimental group Chi-square value is 4.994 p value is 0.84. p 0.84 > 
0.05 So there is no significant association between Lesion location and psychosocial 
outcome of quality of life in both groups. 
In control group Chi-square value for Disability location is 7.265 p values is 0.03. 
P 0.03< 0.05 in experimental group Chi-square value is 4.509 p values is 0.21. p 0.021 > 
0.05  there is significant association between Disability location and psychosocial 
outcome of quality of life in control  groups. 
In control group Chi-square value for Level of Disability is 17.623 p values is 
0.000. P 0.000< 0.05 in experimental group Chi-square value is 16.476 p values is 0.0. p 
0.0 < 0.05  there is a significant association between Level of Disability and psychosocial 
outcome of quality of life in both groups. 
In control group Chi-square value for Upper motor function is 17.623 p values is 
0.000. P 0.000< 0.05 in experimental group Chi-square value is 16.476 p values is 0.0. p 
0.0 < 0.05  there is a significant association between Upper motor function and 
psychosocial outcome of quality of life in both groups. 
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In control group Chi-square value for Premodrbid condition is 41.674 p values is 
0.000. P 0.000< 0.05 in experimental group Chi-square value is 41.062 p values is 0.0. p 
0.0 < 0.05  there is a significant association between Premodrbid condition  and 
psychosocial outcome of quality of life in both groups. 
In control group Chi-square value for Severity of stroke is 7.430 p values is 0.02. 
P 0.02< 0.05 in experimental group Chi-square value is 11.878 p values is 0.001. p 0.0 
01< 0.05  there is a significant association between Severity of stroke and psychosocial 
outcome of quality of life in both groups. 
In control group Chi-square value for Time since Stroke is 2.050 p value is 0.36. p 
0.36 > 0.05 In experimental group Chi-square value is 5.505 p value is 0.14. p 0.14 > 
0.05 So there is no significant association between Time since Stroke and psychosocial 
outcome of quality of life in both groups. 
In control group Chi-square value for Associated illness is 52.123 p values is 
0.00. P 0.00< 0.05 in experimental group Chi-square value is 37.192 p values is 0.00. p 
0.0 0< 0.05  there is a significant association between Associated illness and psychosocial 
outcome of quality of life in both groups. 
In control group Chi-square value for Compliance  on  treatment is 21.914 p 
values is 0.00. P 0.00< 0.05 in experimental group Chi-square value is 23.306 p values is 
0.00. p 0.0 0< 0.05  there is a significant association between Compliance  on  treatment 
and psychosocial outcome of quality of life in both groups. 
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In psychosocial outcome control group Chi- square value reveals that there is a 
significant association between quality of life and Disability location, Level of Disability, 
Upper motor function, Premorbid condition, Severity NIHSS, Associated illness, 
Compliance, when compared to Type stroke, Lesion location, Time of Stroke  No 
significant association With Quality  of  life  (P >0.005).  
In psychosocial outcome experimental group Chi- square value reveals that there 
is a significant association between quality of life and Level of Disability, Upper motor 
function, Premorbid condition, Severity NIHSS, Associated illness, Compliance, when 
compared to Disability location, Type of stroke, Lesion of location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
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5.6.2. Description about association of physical aspects of quality of life with 
clinical variables among Study Participants. 
Table 5.6.2: Association between physical outcome and clinical variables in control and 
experimental group. 
N=100 
Sl. 
No. 
Variables 
Control group Experimental group 
Chi 
square 
P 
value
 
Level of 
Significant 
Chi 
square 
P 
value
 
Level of 
Significant 
1 Type stroke 1.719 0.79 NS 2.560 0.34 NS 
2 Lesion location 8.188 0.23 NS 11.601 0.24 NS 
3 Disability location 3.567 0.17 NS 1.955 0.58 NS 
4 Level of Disability 16.285 0.00 S 22.061 0.00 S 
5 Upper motor 
function 
16.285 0.00 
S 
22.061 0.00 
S 
6 Premodrbid 
condition 
46.188 0.00 
S 
20.879 0.29 
NS 
7 Severity of NIHSS 9.815 0.01 S 10.532 0.02 S 
8 Time of Stroke .574 0.75 NS 2.904 0.41 NS 
9 Associated illness 39.818 0.00 S 21.006 0.01 S 
10 Compliance 14.286 0.00 S 10.184 0.02 S 
NS- Non significant, S- significant * significance level – 0.05  
Table 5.6.2 shows association between clinical variable and physical outcome. In 
control group Chi-square value for type of stroke 1.719 p value is 0.79. p 0.79 < 0.05 In 
experimental group Chi-square value is  2.560 p value is 0.34. p 0.34  < 0.05  there is no 
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significant association between type of stroke and physical outcome of quality of life in 
both groups. 
In control group Chi-square value for Lesion location is8.188 p value is 0.23. p 
0.23 > 0.05 In experimental group Chi-square value is 11.601 p value is 0.24. p 0.24 > 
0.05 So there is no significant association between Lesion location and physical outcome 
of quality of life in both groups. 
In control group Chi-square value for Disability location is.3.567 p values is 0.17. 
P 0.17< 0.05 in experimental group Chi-square value is 1.955 p values is 0.58. p 0.058 > 
0.05  there is no significant association between type of stroke and physical outcome of 
quality of life in both groups. 
  In control group Chi-square value for Level of Disability is 16.285 p values is 
0.000. P 0.000< 0.05 in experimental group Chi-square value is 22.061 p values is 0.0. p 
0.0 < 0.05  there is a significant association between Level of Disability and physical 
outcome of quality of life in both groups. 
In control group Chi-square value for Upper motor function is 16.285 p values is 
0.000. P 0.000< 0.05 in experimental group Chi-square value is 22.061 p values is 0.0. p 
0.0 < 0.05  there is a significant association between Upper motor function and physical 
outcome of quality of life in both groups. 
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In control group Chi-square value for Premodrbid condition is 46.188 p values is 
0.000. P 0.000< 0.05 in experimental group Chi-square value is 20.86 p values is 0.29. p 
0.29> 0.05  there is significant association between Premodrbid condition and  physical 
outcome of quality of life in control  groups. 
In control group Chi-square value for Severity of stroke is 9.815 p values is 0.01. 
P 0.01< 0.05 in experimental group Chi-square value is 10.532 p values is 0.02. p 0.0 2< 
0.05  there is a significant association between Severity of stroke and physical outcome 
of quality of life in both groups. 
In control group Chi-square value for Time since Stroke is 0.574 p value is 0.75. p 
0.75 > 0.05 In experimental group Chi-square value is 2.904 p value is 0.41. p 0.41 > 
0.05 So there is no significant association between Time since Stroke and physical 
outcome of quality of life in both groups. 
In control group Chi-square value for associated illness is 38.818 p values is 0.00. 
P 0.00< 0.05 in experimental group Chi-square value is 21.006 p values is 0.01. p 0.0 1< 
0. there is a significant association between Associated illness and physical outcome of 
quality of life in both groups. 
In control group Chi-square value for Compliance on treatment is 14.286 p values 
is 0.00. P 0.00< 0.05 in experimental group Chi-square value is 10.184 p values is 0.02. p 
0.02 0< 0.05  there is a significant association between Compliance  on  treatment and  
physical outcome of quality of life in both groups. 
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In physical outcome control group Chi- square value reveals that there is a 
significant association between quality of life and Disability location, Level of Disability, 
Upper motor function, Premorbid condition, Severity NIHSS, Associated illness, 
Compliance, when compared to Type of stroke, Lesion location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
In physical outcome experimental group Chi- square value reveals that there is a 
significant association between quality of life and Level of Disability, Upper motor 
function, , Severity NIHSS, Associated illness, Compliance, when compared to Disability 
location, Premorbid condition Type of stroke, Lesion of location, Time of Stroke  No 
significant association With quality  of  life   
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CHAPTER V 
DISCUSSION 
 The present study was executed to assess the effectiveness of Comprehensive 
Nursing Rehabilitation Programme on improving quality of life among Post acute stroke 
patients. This study was carried out at Meenakshi hospital and KSDC hospital in 
Thanjavur. There were 100 Post acute stroke patients  recruited for the study, among 
them 50 were in control group and 50 were in experimental group. The data collected 
were analyzed based on objectives of the study.  
The results of the study are discussed under the following headings  
Section I: Demographic and clinical variables of the study participants. 
Section II: Description about quality of life of study participants. 
Section III: Effectiveness of Comprehensive Nursing Rehabilitation Programme on 
quality of life of study participants. 
Section IV: Association between quality of life with demographic and clinical variables 
of the study participant.  
Section V: Description about coping ability, motor function, ADL compliance, of study 
participants. 
Section VI: Effectiveness of Comprehensive Nursing Rehabilitation Programme on 
coping ability, motor function, ADL compliance, of study participants. 
Section VII: Correlation among coping ability, motor function, ADL compliance, 
psychosocial and physical outcome of study participants 
 
167 
 
 
 
Section I: Demographic and clinical variables of the study participants. 
Description about Demographic variables of the Study Participants.  
Table 4.1.1 show the comparison of homogeneity of the demographic 
characteristics of the study participant in the experimental and control group showed 
there was no homogeneity between the groups in most of the characteristics. This 
indicates that the groups did not homogenous in most of the personal characteristics.  
A higher proportion out of 150 subjects, 90 (60%) were males, while 60 (40%) 
108 
Description about clinical Characteristics of the Study Participants.  
Table 4.1.2. Show the clinical Characteristics of the Study Participants A 
comparison of homogeneity of the clinical characteristics of the study participant in the 
experimental and control group showed there was no homogeneity between the groups in 
most of the characteristics. This indicates that the groups did not homogenous in most of 
the clinical characteristics. 
A higher proportion of ischemic stroke in comparison to hemorrhagic stroke was 
found in all countries.
58   
Ischemic stroke was found in 105 (70%) patients and 45 (30%) 
were having hemorrhagic stroke.
108
 
In the Indian population, intracranial stenosis is more common than extracranial 
one, anterior circulation stenosis is more common than posterior circulation stenosis; 
single stenosis is more common than multiple stenosis.
60 
 
168 
 
 
 
Section II: Description about quality of life, of study participants. 
First objective is to assess the level of quality of life after the Comprehensive 
Nursing Rehabilitation Programme (CNRP) among patients with Post acute stroke 
in experimental and control group. 
Table 4.2.1 show the level of quality of life after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) Related to psychosocial outcome 17 (34%) in the 
control group 1 (2%) in the experimental group had poor outcome, 27 (54%) in the 
control group 14 (28%) in the experimental group had fair outcome. 6 (12%) in the 
control group 27 (54%) in the experimental group had good outcome, 8 (16%) in the 
experimental group had very good outcome. 
Regards to physical outcome 21 (42%) in the control group 2 (4%) in the 
experimental group had poor physical outcome,24 (48%) in the control group12 
(24%)experimental group had fair outcome 5 (10%) in the control group 22 (44%) in the 
experimental group had good physical outcome,14 (28%) in the experimental group had 
very good physical outcome.  
The above description clearly highlights that the quality of life of the Post acute 
stroke patients in the experimental group has improved highly to a great extent  
Most improvement in QOL occurred up to 6 months post stroke and showed different 
patterns for specific domains of QOL and for patients with and without dependency in 
ADL in the first week post stroke. It is therefore important to differentiate between these 
different domains of QOL when the long-term perspective is considered. Furthermore, 
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patients dependent in ADL consistently scored lower on all QOL domains and did not 
reach the level of QOL of patients independent of QOL.
69
 
A longitudinal study  conducted to assess the Sex differences in quality of life 
after ischemic stroke, This study concluded that Women have worse QOL than men up to 
12 months after stroke, even after adjusting for important socio demographic variables, 
stroke severity, and disability.
56
 
Section III: Effectiveness of Comprehensive Nursing Rehabilitation Programme on 
quality of life of study participants. 
Second objective is to assess and compare the effectiveness of Comprehensive 
Nursing Rehabilitation Programme (CNRP) on quality of life among patients with 
Post acute stroke in experimental and control group. 
This is represented by the first hypothesis H1: There is a significant difference in 
quality of life between patients among Post acute stroke those who undergo 
Comprehensive Nursing Rehabilitation Programme CNRP.  
Table 4.3.1 show effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on quality of life with regards to Psychosocial outcome level 
between the groups un paired t test value was t = 9.480 which was greater than the table 
value at p<0.001 and Physical outcome level between the groups un paired t test value 
was t = 9.274 which was greater than the table value at p<0.001 Hence, the hypothesis 
(H1) was accepted.  
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The present study results are consistent with the findings of the following studies  
Self-management programmes may benefit people with stroke who are living in 
the community. The benefits of such programmes lie in improved quality of life and self 
efficacy. These are all well-recognised goals for people after stroke. 
102
 
A task-oriented training program can be an effective intervention to improve 
balance ability, ADL performance, and self-efficacy in stroke patients.  
Hence the statistical analysis proved that the Comprehensive Nursing 
Rehabilitation Programme (CNRP) had improved the quality of life among Post acute 
stroke patients between the experimental and control group at p<0.001 level thus the 
hypothesis (H1) stated earlier that There is a significant difference in quality of life 
between patients among Post acute stroke those who undergo Comprehensive Nursing 
Rehabilitation Programme CNRP.  
IV. Findings related to the association between quality of life and demographic & 
clinical variables among Study Participants. 
Third objective is to find out the association between post test scores of 
quality of life with their selected demographic variable of Post acute stroke patient 
in experimental and control group. 
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Demographic variables 
Table 4.5.1 shows In psychosocial outcome control group Chi- square value 
reveals that there is a significant association between quality  of  life  and age when 
compared to Gender, Marital status, Education, Domicile, Occupation, Income, 
Socioeconomic status, Personal habit, family support system with quality  of  life           
(P >0.005). 
In psychosocial outcome experimental group Chi- square value reveals that there 
is a significant association between quality  of  life  and age, Gender, Education, 
Occupation, when compared to Marital status, Domicile, Income, Socioeconomic status, 
Personal habit , family support system No significant association With quality  of  life   
(P >0.005). 
In physical outcome control group Chi- square value reveals that there is a 
significant association between quality  of  life  and age, Income, Socioeconomic status, 
family support system when compared to Gender, Marital status, Education, Domicile, 
Occupation, , Personal habit No significant association With quality  of  life  (P >0.005). 
In physical outcome experimental group Chi- square value reveals that there is a 
significant association between quality  of  life  and age, Education, Occupation, when 
compared to Marital status, Domicile, Income, Socioeconomic status, Personal habit, 
family support system No significant association With quality  of  life  (P >0.005). 
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Fourth objective is to find out the association between post test scores of quality of 
life with their selected Clinical variables of Post acute stroke patient in experimental 
and control group. 
Table 4.6.1.show that In psychosocial outcome control group Chi- square value 
reveals that there is a significant association between quality of life and Disability 
location, Level of Disability, Upper motor function, Premorbid condition, Severity 
NIHSS, Associated illness, Compliance, when compared to Type stroke, Lesion location, 
Time of Stroke  No significant association With quality  of  life  (P >0.005).  
In psychosocial outcome experimental group Chi- square value reveals that there 
is a significant association between quality of life and Level of Disability, Upper motor 
function, Premorbid condition, Severity NIHSS, Associated illness, Compliance, when 
compared to Disability location, Type of stroke, Lesion of location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
In physical outcome control group Chi- square value reveals that there is a 
significant association between quality of life and Disability location, Level of Disability, 
Upper motor function, Premorbid condition, Severity NIHSS, Associated illness, 
Compliance, when compared to Type of stroke, Lesion location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
In physical outcome experimental group Chi- square value reveals that there is a 
significant association between quality of life and Level of Disability, Upper motor 
function, , Severity NIHSS, Associated illness, Compliance, when compared to Disability 
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location, Premorbid condition Type of stroke, Lesion of location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
Personal habits in males and chronic co morbid illness in females had a strong 
association with occurrence of stroke.
56
 
The risk factors were hypertension in 127 (84.7%), diabetes 31 (20.7%), 
Coronary artery diseases 31 (20.7%), previous TIA/stroke 42 (28%), smoking 28 
(16.7%) and obesity 16 (10.7%).this  study  concluded that there was no statistically 
significant association between risk factors and type of stroke except coronary artery 
diseases.
108
 
Weight reduction, low-risk diet, regular physical activity, smoking cessation, and 
low-to-moderate alcohol consumption may reduce stroke risk up to 50%.
109
 
Section V: Description about coping ability, motor function, ADL compliance, of 
study participants. 
Secondary first objective is to To assess the level of quality of life domains after the 
Comprehensive Nursing Rehabilitation Programme (CNRP) among patients with 
Post acute stroke in experimental and control group 
Table 4.1.3 Shows Control group has (48%) of patients had little coping.(60%) of 
patients had fair hand function.(58%) of patients had partially compliance. In 
experimental group  (52%) of patients had much coping,50%) of patients had good hand 
function,(76%) of patients had compliance of  ADL activity   
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Section VI: Effectiveness of Comprehensive Nursing Rehabilitation Programme on 
coping ability, motor function, ADL compliance, of study participants 
Secondary second objective is to assess the effectiveness of Comprehensive Nursing 
Rehabilitation Programme (CNRP) on coping ability, upper limb motor function, 
compliance with ADL strategies among patients with Post acute stroke in 
experimental and control group. 
This is represented by the second hypothesis H2: There is a significant difference 
in coping ability upper limb motor function, compliance with ADL strategies between 
patients with Post acute stroke those who undergo Comprehensive Nursing Rehabilitation 
Programme CNRP.  
Table 4.3.2.  Shows that there is significant difference in coping ability level 
between the groups Calculated t test value (13.012) P value was .001 (0.001 < 0.05) 
Hence, the hypothesis (H2) was accepted.  
Table 4.3.2. Shows that there is significant difference in upper limp motor 
function between the groups Calculated t test value (6.302) P value was .001 (.001<0.05) 
Hence, the hypothesis (H2) was accepted.   
Table 4.3.2. Shows that there is a significant difference in ADL score between the 
groups Calculated t test value (11.428) P value was .001 (.001<0.05) Hence, the 
hypothesis (H2) was accepted. 
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The present study results are consistent with the findings of the following studies  
Mirror therapy is effective in improving paretic upper-extremity function and 
activities of daily living in chronic stroke patients.
95
 
  This review was conducted on studies investigating whether the levels of quality 
of life were influenced by the coping strategies used by stroke patients. Results showed 
that patients who prefer accommodative or active coping strategies had a better quality of 
life after stroke when compared with patients who adopted assimilative coping.
87
 
Coping strategies and depression score were independently associated with 
Psychological Health in patients in the chronic phase after stroke. Patients who prefer an 
accommodative coping strategy may show less symptoms of depression. Preferable 
coping strategies may be trained in order to improve both depression score and health-
related quality of life in future research.
90
 
Conducted the study on Effects of mental practice on stroke patients' upper 
extremity function and daily activity performance The results of this study demonstrate 
mental practice intervention is effective at improving stroke patients' upper extremity 
function and daily activity performance. In follow-up studies, securing a greater number 
of experimental subjects and evaluation of the intervention's therapeutic durability are 
required.
106
 
Hence the statistical analysis proved that the Comprehensive Nursing 
Rehabilitation Programme (CNRP) had improved the quality of life among Post acute 
stroke patients between the experimental and control group at p<0.001 level thus the 
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second hypothesis (H2) stated earlier that There is a significant difference in coping 
ability upper limb motor function, compliance with ADL strategies between patients with 
Post acute stroke those who undergo Comprehensive Nursing Rehabilitation Programme 
CNRP.  
Section VII: Findings related to Correlation among coping ability, motor function, 
ADL compliance, psychosocial and physical outcome of study participants 
Secondary Third objective is to find out the relationship between coping ability, 
upper limb motor function, and compliance with ADL strategies and quality of life 
among patients with Post acute stroke in experimental group 
This is represented by the secondary second hypothesis H3: There is a significant 
relationship among coping ability, upper limb motor function, and compliance with ADL 
strategies among patients with Post acute stroke in experimental group.   
Table 4.4.1 & 4.4.2::In Control group there is a moderate positive relationship 
between the coping ability, upper limb motor function  and ADL compliance with quality 
of life r value .686  p value 0.016 p 0.001 < 0.05) and Strong positive linear relationship 
between psychosocial outcome and physical outcome. r value .820  p value 0.001 p 0.001 
< 0.05) Hence the investigator accept the alternate (H3) hypothesis. 
Table 4.4.1 & 4.4.2:In Experimental group. there is a Strong positive linear 
relationship between  the coping ability, upper limb motor function  and ADL compliance 
with quality of life r value .727  p value 0.001 p 0.001 < 0.05) and Strong positive linear 
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relationship between psychosocial outcome and physical outcome. r value .869  p value 
0.001 p 0.001 < 0.05) Hence the investigator accept the alternate (H3) hypothesis  
Table 4.4.4 .5. 6 There is a Strong positive linear relationship (r= 0.717) p value 
0.001 between coping ability and motor function. Coping ability and ADL Compliance 
r= 0.793)  p value 0.001 Motor function and ADL Compliance (r= 0.824) p value 0.001 
between (0.001 < 0.05) Hence the researcher  accept the alternate (H3) hypothesis  
The present study results are consistent with the findings of the following studies  
The reviewed studies supported the importance of psychological factors, but 
further research is needed to supplement the available evidence and to examine how 
psychological factors can be modified to improve health-related quality of life, and at 
what moment after the stroke these interventions should be given
.70
 
The link between balance efficacy, balance, and ADL in stroke patients. The 
proposed conceptual model was a good fit for the data and provided a plausible 
framework for understanding the relationship among these factors in stroke patients.
77
 
Hence the statistical analysis proved that the Comprehensive Nursing 
Rehabilitation Programme (CNRP) had improved the quality of life among Post acute 
stroke patients between the experimental and control group at p<0.001 level thus the 
Third hypothesis (H3) stated earlier that There is a significant relationship among coping 
ability, upper limb motor function, and compliance with ADL strategies among patients 
with Post acute stroke in experimental group was accepted. 
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Conclusion:  
The  above  discussion  clearly  represents that there has  been statistically 
significant impact of  the  comprehensive nursing  rehabilitation package  on the quality  
of  life of  the stroke  patients and also on the selected  background variables. This draws 
the conclusion for the study that comprehensive nursing rehabilitation package can be 
used an effective tool by nurses and other health care professional in improving quality of 
life of stroke patients. 
 
 
 
 
 
 
 
 
 
 
179 
 
 
 
CHAPTER VI 
SUMMARY, CONCLUSION, IMPLICATIONS AND 
RECOMMENDATIONS 
The aim of the study was to find out the effects of Comprehensive Nursing 
Rehabilitation programme on improving quality of life among Post acute stroke at 
selected multi specialty hospitals in thanjavur district from October 2016 to June 2017.. 
The focus of the study was to identify the variables including coping ability, upper limb 
motor function and activity of daily living after exposure to Comprehensive Nursing 
Rehabilitation programme The main study was conducted in Meenakshi Multispecialty 
Hospital Thanjavur (control group) and KSDC Hospital Thanjavur (Experimental group). 
The samples were selected by using purposive sampling method among those who fulfill 
the sampling criteria. Comprehensive Nursing Rehabilitation programme was given to 
the Experimental group with routine treatment for 30 minutes for 5 days per week, totally 
2 weeks no intervention given to control group. Data were gathered through stroke 
specific quality of life scale (SSQOL). The data gathered are analyzed by descriptive and 
inferential statistical method and interpretation is made based on the objectives of the 
study. 
Objectives: 
1. To assess the level of quality of life after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group. 
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2. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on quality of life among patients with Post acute stroke in 
experimental and control group. 
3. To find out the association between post test scores of quality of life with their 
demographic variables of Post acute stroke patient in experimental and control 
group. 
4. To find out the association between post test scores of quality of life with their 
clinical variables of Post acute stroke patient in experimental and control group. 
Secondary objectives:  
1. To assess the level of quality of life domains after the Comprehensive Nursing 
Rehabilitation Programme (CNRP) among patients with Post acute stroke in 
experimental and control group 
2. To determine the effectiveness of Comprehensive Nursing Rehabilitation 
Programme (CNRP) on coping ability, upper limb motor function, ADL among 
patients with Post acute stroke in experimental and control group. 
3. To find out the relationship among the coping ability, upper limb motor function, 
ADL compliance with quality of life among patients with Post acute stroke in 
experimental group.   
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Hypotheses 
H1:  There is a significant difference in quality of life between patients among 
Post acute stroke those who undergo Comprehensive Nursing 
Rehabilitation Programme  
H2:  There is a significant difference in coping ability upper limb motor 
function, ADL compliance between patients with Post acute stroke those 
who undergo Comprehensive Nursing Rehabilitation Programme CNRP.  
H3:  There is a significant relationship among coping ability, upper limb motor 
function, and ADL compliance with quality of life among patients with 
Post acute stroke in experimental group.   
 The purpose of study was to develop a Comprehensive Nursing Rehabilitation 
Programme (CNRP) to improve coping ability, upper limb motor function and activity of 
daily living among patients with Post acute stroke. 
 The conceptual framework used for the study is Orlando’s deliberate nursing 
process model. Extensive literature search from books, journals e-sources facilitated the 
researcher to design the Nursing Intervention Package, assessment tools, methodology 
and results and correlate the study results with other research works on similar topics. 
A Quasi experimental research approach with a non equivalent control group 
posttest with control group design was used. Comprehensive Nursing Rehabilitation 
Programme (CNRP) and assessment tools such as stroke specific quality of life scale 
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(SSQOL), coping inventory scale ARAT scale, ADL compliance checklist. Totally 100 
pregnant patients with Post acute stroke were participated. There were 50 participants in 
control group 50 participants in experimental group from Meenakshi Multispecialty 
Hospital Thanjavur and KSDC Hospital Thanjavur respectively.  
 Pilot study was carried to assess the feasibility and practicality of the study and to 
make necessary modification in methodology.  
 After obtaining administrative permission to conduct the study and informed 
consent from the participants. They were selected by using purposive sampling. 
Participants of experimental group were exposed to Comprehensive Nursing 
Rehabilitation Programme (CNRP). This was delivered through lecture discussion 
methods by using necessary audio visual aids. Post test 1 was conducted on coping 
ability, upper limb motor function and activity of daily living was measured at the end of 
2nd week and Post test (O2) was conducted on Quality of life at the end of 4
th
 week. 
Comprehensive Nursing Rehabilitation Programme (CNRP) and assessment tools 
such as stroke specific quality of life scale (SSQOL), coping inventory scale ARAT 
scale, ADL compliance checklist. Were prepared. The content validity and reliability 
were determined which showed tools were reliable to administer.  
 Data were coded and tabulated for analysis. Descriptive and inferential statistics 
were used. Frequency, Percentage, Mean, Standard deviation were used to do descriptive 
statistics. Independent t test was used to check the different between experimental and 
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control on quality of life. Chi-square was used to find out the association between quality 
of life and demographic and clinical variables.  
Major findings of the present study were:  
Demographic variables of study participants 
In control group  
 Half (52%) of  patients  were in the age group of above 61 years.  
 Highest percentage 84% of them were  males. 
 Highest percentage 98 % of them were married. 
 Most (44%) of the patients were residing at semi urban area.  
 26% of the patients were  Educate upto graduation. 
 24% of them  were  pensioners. 
 34%  of them were earned 31500 rupees  per month   
 38%  of them were upper middle class status .   
 34%  of them were having personal  habit  of smoking. 
 Highest percentage (88%) of  them were have  unpaid family support  system. 
In experimental group  
 Most (46%)  of patients  were in the age group of above 61 years.  
 Highest percentage 78 % of them were males. 
 Highest percentage 88 % of them were married. 
 Most (42%) of the patients were residing at semi urban area.  
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 24% of the patients were  Educate upto graduation. 
 30% of them were  doing agricultural work. 
 Half 54%  of them were earned 15753 rupees  per month   
 Half 50% of them were lower middle class status .   
 32%  of them were having personal  habit  of smoking. 
 Highest percentage (74%) of  them were have  unpaid family support  system. 
Clinical variables of study participants 
In control group  
 Highest percentage 88% of patients were having  thromboticstroke . 
 Highest percentage 82 % of patients were having  MCA Territory  lesions. 
 Most  (74%) of  patients  were having right upper limb disability.  
 Most  (64%) of  patients  were having moderate level dependantcy.  
 Most  (62%) of  patients  were having stage II upper  limb function. 
 Half 40% of  patients  were having premorbid condition  of hypertension with  
diabetes mellitus. 
 Most  (76%) of  patients  were having mild to moderate  level of  stroke  
according to NIHSS. 
 Most  (74%) of  patients  were  one month  duration  of  stroke . 
 Half 50% of  patients  were having associated  illness of hypertension with  
diabetes mellitus. 
 Most  (60%) of  patients  were  non complaince to the  treatment . 
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In experimental group  
 Highest percentage 94% of patients were having  thromboticstroke . 
 Highest percentage 72 % of patients were having  MCA Territory  lesions. 
 Most  (78%) of  patients  were having right upper limb disability.  
 Most  (52%) of  patients  were having mild level dependantcy.  
 Most  (52%) of  patients  were having stage II upper  limb function. 
 Half 38% of  patients  were having premorbid condition  of hypertension with  
diabetes mellitus. 
 Most  (52%) of  patients  were having mild level of  stroke  according to NIHSS. 
 Most  (72%) of  patients  were  14 days   duration  of  stroke . 
 Half 48% of  patients  were having associated  illness of hypertension with  
diabetes mellitus. 
 Most  (58%) of  patients  were  complaince to the  treatment . 
Quality of life, coping ability, upper limb motor function and compliance with ADL 
strategies 
In Control group  
 In psychosocial outcome of quality of life (54%) of patients had fair quality of 
life.   
 In physical outcome of quality of life (48%) of patients had fair quality of life.  
 In coping ability (48%) of patients had little coping.   
 In upper limb motor function (60%) of patients had fair hand function.   
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 In compliance with ADL strategies (58%) of patients had partially compliance.   
In experimental group  
 In psychosocial outcome of quality of life (56%) of patients had good quality of 
life.   
 In physical outcome of quality of life (44%) of patients had good quality of life.   
 In coping ability (52%) of patients had much coping.   
 In upper limb motor function (50%) of patients had good hand function.   
 In compliance with ADL strategies (76%) of patients had compliance of  ADL 
activity   
 Effectiveness of Comprehensive Nursing Rehabilitation Programme (CNRP)  
Comprehensive Nursing Rehabilitation Programme (CNRP) was found effective because 
there was a significant difference between control and experimental group in 
Psychosocial outcome (p= .001) Physical outcome ( p= 0.001) coping ability (p=.001) 
upper limp motor function (p=.001)and ADL score ( p=.001).  
Correlation among variables  
 There is a Strong positive linear relationship between coping ability and motor 
function. (r= 0.717) p value 0.001 
 There is a Strong positive linear relationship between Coping ability and ADL 
Compliance r= 0.793) p value 0.001  
 There is a Strong positive linear relationship between Motor function and ADL 
Compliance (r= 0.824) p value 0.001 between (0.001 < 0.05)  
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Association between demographic variables and quality of life.   
 In psychosocial outcome control group Chi- square value reveals that there is a 
significant association between quality  of  life  and age when compared to Gender, 
Marital status, Education, Domicile, Occupation, Income, Socioeconomic status, Personal 
habit, family support system with quality  of  life  (P >0.005). 
 In psychosocial outcome experimental group Chi- square value reveals that there 
is a significant association between quality  of  life  and age, Gender, Education, 
Occupation, when compared to Marital status, Domicile, Income, Socioeconomic status, 
Personal habit , family support system No significant association With quality  of  life   
(P >0.005). 
In physical outcome control group Chi- square value reveals that there is a 
significant association between quality  of  life  and age, Income, Socioeconomic status, 
family support system when compared to Gender, Marital status, Education, Domicile, 
Occupation, , Personal habit No significant association With quality  of  life  (P >0.005). 
In physical outcome experimental group Chi- square value reveals that there is a 
significant association between quality  of  life  and age, Education, Occupation, when 
compared to Marital status, Domicile, Income, Socioeconomic status, Personal habit, 
family support system No significant association With quality  of  life  (P >0.005). 
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Association between Clinical variables and quality of life.   
 In psychosocial outcome control group Chi- square value reveals that there is a 
significant association between quality of life and Disability location, Level of Disability, 
Upper motor function, Premorbid condition, Severity NIHSS, Associated illness, 
Compliance, when compared to Type stroke, Lesion location, Time of Stroke  No 
significant association With Quality  of  life  (P >0.005).  
 In psychosocial outcome experimental group Chi- square value reveals that there 
is a significant association between quality of life and Level of Disability, Upper motor 
function, Premorbid condition, Severity NIHSS, Associated illness, Compliance, when 
compared to Disability location, Type of stroke, Lesion of location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
 In physical outcome control group Chi- square value reveals that there is a 
significant association between quality of life and Disability location, Level of Disability, 
Upper motor function, Premorbid condition, Severity NIHSS, Associated illness, 
Compliance, when compared to Type of stroke, Lesion location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
 In physical outcome experimental group Chi- square value reveals that there is a 
significant association between quality of life and Level of Disability, Upper motor 
function, , Severity NIHSS, Associated illness, Compliance, when compared to Disability 
location, Premorbid condition Type of stroke, Lesion of location, Time of Stroke  No 
significant association With quality  of  life  (P >0.005).  
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Implications for Nursing Practice  
1. Stroke is a major devasting disease it’s affect quality of life of a patients but it can 
be preventable with proper and regular early rehabilitation can reduce the 
complications. The study finding reveled that Comprehensive Nursing 
Rehabilitation Programme (CNRP) is effective in improving quality of life on 
stroke patients.  
2. Nursing personnel can adopt this Comprehensive Nursing Rehabilitation 
Programme (CNRP) because of its cost, effectiveness, easy administration, clear 
and precise information in regional language. This can reduce the morbidity rate 
and improving quality of life. 
3. Nursing personnel can be provided with specialized training pertaining to stroke 
and its management in the hospital and community settings.  
4. Awareness programme like camps, role-play, and workshops can be conducted 
for all the middle adulthood population. Mobile clinics can be arranged for 
screening the stroke risk population.  
5. After identification or diagnosis, adequate reinforcement needs to be provided to 
the stroke patients regarding prevention of complications.  
6. Motivating patients for proper treatment and positive reinforcement on stroke care 
and identification of complications related to stroke.  
7. Nurses need to be trained as demonstrators, care givers and educators.  
8. Nurses are to be technically trained to do assessment through NIHSS and 
detection of ischemic and haemmragic stroke in CT scan in emergency situation 
to give  appropriate care for  the stroke patients. 
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9. Nurses are needed to be prepared as critical thinkers in the interpretation of the 
findings observed in the patients.  
10. Post certificate diploma course can be organized in the field of stroke  for its care 
and management.  
11. Multi-disciplinary approach in the treatment of stroke has to be emphasized.  
Implication for Nursing Education 
1. Implementing the importance of neuro rehabilitation in the curriculum (General 
Nursing and Midwifery & B.Sc Nursing) will help the nursing student to be well 
equipped with management of stroke when they care the Post acute stroke 
patients.  
2. Thorough content of stroke management and its rehabilitation measures in each 
stages and it should emphasis in the curriculum regarding the use of such 
effective and simple measures in clinical settings. 
3. Students are to be taught to do risk assessment of CVD patients to detect the risk 
of stroke in clinical and community settings. 
4. Care of stroke patients can be demonstrated by the nurse who is specialized area.  
5. Number of hours of allocation for instruction for stroke rehabilitation can be 
increased.  
6. Continuing nursing education programme needs to be implemented to learn 
updated information.  
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Implication for Nursing Research  
1. Extensive research should be done to identify the risk factors and Methods to 
identify primary prevention.  
2. Research should be conducted by using different interventions, strategies to 
predict and control stroke complications.  
3. Meta analysis need to be conducted to find out appropriate evidence based 
interventions, measures to control and prevent the mortality and morbidity.  
4. Collaborative research could be initiated to try out various preventive measures to 
control stroke  
5. Exploratory studies to identify the reasons for the noncompliance toward stroke 
care among stroke survivors.  
6. Identify the attitudes of patients towards early care, modification of life style 
pattern immediately after the diagnosis of stroke  
7. Qualitative studies to focus on the acceptance of condition and its management.  
8. An exploratory study to identify the various therapies used to improve motor 
function after stroke. 
9. An exploratory study to identify the psychosocial factor influences the physical 
factor of stroke patients.  
Implications for Nursing Administration  
1. Nursing personnel should be provided with in-service education to update their 
knowledge regarding management of stroke and its simple measure to manage at 
clinical and community setting .  
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2. Information booklets, posters, charts, flash cards, videos regards management of 
stroke can be used in hospitals and community settings to motivate the target 
populations.  
3. Providing information regarding importance of compliance to the management 
and medical treatment to get favorable outcome to the patients and care givers.  
4. Special clinics need to be arranged in the hospital for providing adequate relevant 
and appropriate information by authorized personnel.  
5. Protocols can be drafted by the Nurse administrator for the management of stroke, 
NIHSS thrombolytic therapy, early rehabilitation measures in acute stage in the 
hospital.  
6. Standing orders are to be formed for the nurses to change the types of care need to 
be provided as per the observations and assessments were made by them. 
Recommendations  
 The finding of the present study reveals that selected demographic variables like 
age, income family support system associated with quality of life. The study also proved 
that exposure to comprehensive Nursing Rehabilitation Programme (CNRP) was 
effective in improving quality of life after stroke. 
1. Similar evaluative research study can be conducted in community settings with 
large samples.  
2. Retrospective study can be done to identify the existing risk factors of stroke.  
3. A comparative study to find out effectiveness of brain stimulation exercise with 
muscle training exercise on stroke. 
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4. A comparative study to assess the quality of life between ischemic stroke and 
haemmragic stroke patients.  
5. An exploratory study can be done on stroke rehabilitation in acute and chronic 
stages of stroke. 
 Limitations of the study  
1. Probable extraneous variable like Method of teaching, clinical exposure, interest 
of patient during teaching, peer group influence & other literature could influence 
the health care practices.  
2. The present study was limited only with selected hospital patients.  
3. Measurement of compliance was done through verbal response only.  
4. The data on demographic variables and compliance were collected through 
interview technique.  
5. Use of non standardized tool to assess the compliance  
6. The investigator faced difficulty during second post test  
Impact of the study  
The study had a great impact on the stroke patients. After comprehensive Nursing 
Rehabilitation Programme (CNRP) exposure participants were more attentive towards 
comprehensive aspects of stroke care .Also participants expressed that comprehensive 
Nursing Rehabilitation Programme (CNRP) was useful, clear and precise.  
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This study described the effectiveness of comprehensive Nursing Rehabilitation 
Programme (CNRP) on improving quality of life among Post acute stroke patients. This 
motivated the participants to follow the rehabilitation services, to comply the treatment 
and to prevent complication of stroke and to have good quality of life with stroke. 
The comprehensive Nursing Rehabilitation Programme (CNRP) had significant 
impact on coping ability, motor function and ADL compliance and Significant 
association of the mean differed QOL scores were also drawn for selected demographic 
and clinical variables. 
Summary  
Most of the complications, related to stroke are occurring due to delayed 
rehabilitation or unawareness on the disease and its management. Self-care offers a real 
potential for improving their health status, and thus to prevent the disability and 
deteriorating health cost. Early comprehensive rehabilitation would be the most effective 
and appropriate approach to improve quality of life among stroke patients, Nurses have 
more responsibility in improving  quality  of  life  of stroke  patients nurses need  to  
develop  skill in providing comprehensive care  to stroke  patients and effectively involve 
in early rehabilitation after acute care to bring a stroke  patients to  near normal life. Need 
to create awareness among nurses as well as patients regarding importance of early 
rehabilitation to prevent complications and improve quality of life. (Even though 
rehabilitation does not "cure" the effects of stroke in that it does not reverse brain 
damage) 
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Conclusion  
The study concluded that the comprehensive Nursing Rehabilitation Programme 
(CNRP) was an effective intervention tool in improving the QOL of the stroke patients    
Hence, the study recommended the utilization of comprehensive Nursing Rehabilitation 
Programme (CNRP) by Community Health Nurses, Nurse Educators, Nurse 
Administrators, Nurse Researchers and Health care professionals to improve the QOL 
among stroke patients.              
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APPENDICE - IV A 
PARTICIPANTS  INFORMATION SHEET AND  CONSENT FORM 
 
 
Principal Investigator: 
Mr.Balaguru T, Asso.Professor, 
Mannai Narayanasamy College of Nursing Thanjavur 
 
I am a Ph.D candidate pursuing my Ph.D in nursing, under the Tamilnadu Dr. 
M.G.R.Medical University Chennai 
 
Title of  the  study 
A study to assess the effectiveness of comprehensive nursing rehabilitation 
programme on improving the quality of life among patient with post - acute stroke 
admitted in selected multi - specialty hospitals at Thanjavur city. 
 
Purpose of the study 
The aim of this study is to examine the effects of comprehensive nursing 
rehabilitation programme which is designed to improve the coping ability, motor 
function and activity of daily living among post-acute stroke patients. 
 
Rationale of the study 
Stroke in adults is a devasting health problem and Stroke is a major cause of 
long term physical, cognitive, emotional, social and vocational disability among stroke 
survival patients. Mirror therapy is a home based exercise programme and is different 
from other conventional treatment like physiotherapy and occupational therapy which 
improves health related quality of life as its focus is on motor activity of the brain rather 
than physical exercise. which focus  on the , so it is important to practice personally in 
home set up to reduce the disability caused by stroke. 
 
Procedures 
   Prior to commencement, I will verbally inform you about research purpose,  
 explain the procedure and ask you to provide written consent to participate. if  
 you agree to participate in this study you will be involved for  a period of 2 
  
 
 
months, however you are free to withdraw from the study at any time, if it is not 
convenient for you without any comment and penalty. 
   At the beginning you have to  complete baseline assessment questionnaire 
   Explaining the concept of comprehensive nursing rehabilitation programme by  
 viewing video containing all information related to the programme.  
   Improving the coping ability by various strategies. 
   And then you will receive standard mirror therapy exercise guideline provided  
 by myself. 
   Attend 2 weeks practice session, lastly approximately 30 minutes in each session 
   Receive home based mirror therapy exercise guideline 
   You will be practicing the self-care activities by training programme. 
   Participate in follow up posttest at the end of 2nd and 4th week. 
 
Expected outcomes 
   If the study is found to be effective, then the expected outcomes of the research  
 includes 
   Improving your coping ability 
   Improving your upper limb motor function 
   Perform your activity of daily living with minimal assistance or without  
 assistance. 
   Reducing the risk of complication and improving the quality of life for you and  
 indirectly lower your health care cost. 
 
Risk and discomforts 
No major risk due to your participation in this project, you may complete the 
questionnaire with the assistance of the investigator through an intervention if you feel 
tired, the interview will be ceased and resumed at a later time. 
 
Confidentiality 
All information you provided for the project will be treated  in confidence and  
securely stored, during the study period your result will only be revealed to the  
  
 
 
investigator and yourself when the results of the study are published we will ensure that 
you will remain anonymous. 
 
Inquiries 
Questions related to this study are welcome at any time 
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Thank you for your agreement to participate in this study your help is greatly 
appreciated in the completion of my doctor of philosophy degree. 
 
Thank you very much. 
  
 
 
 
Consent Agreement - Patient Informed Consent Form 
 
 
For patients with post acute stroke 
Evaluate the effectiveness of comprehensive nursing rehabilitation  
programme on improving the quality of life study consent form 
 
The investigator will conduct this study using the principles governing the 
ethical conduct of research and at all times, will protect the interest, comfort and safety 
of all participants. 
 
My signature below will indicate that 
1. The procedure involved in this study has been explained to me and I have been 
given the opportunity to ask question regarding this study. 
2. I acknowledge that 
a) The possible effect of procedures has been explained to me. 
b)    The study is only for purpose of research. 
c)  I have been informed that I am free to withdraw from this study at any time 
& without comment or penalty. 
d)    I have been informed that the confidentiality of the information I will be  
 safe guarded. 
3. I consent to participate in this research study.  
 
Participant ----------------- Signature ------------------- Date -------------- 
 
 
I have examined the purpose of this study to the above participant and have 
given the opportunity to ask questions & answer their question regarding this study.  
 
 
 
Investigator--------------------------- Date ------------------- 
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APPENDICE V -A  
 PART -I 
 
DEMOGRAPHIC DATA 
Sample NO: 
Group: E / C 
Dear participants, 
You are requested to read all the questions carefully and mark against the right  
response as best of your knowledge. You need to select only one response for each  
question. 
 
1. Gender 
a. Male ( ) 
b. Female ( ) 
 
2. Age 
a. Early adulthood (20 yrs to 35 yrs) ( ) 
b. Middle adulthood (35yrs to 50 yrs) ( ) 
c. Late adulthood (50 yrs to 60 yrs) ( ) 
d. Old age (above 60 yrs.) ( ) 
 
3. Marital status 
a) Married ( ) 
b) Unmarried ( ) 
c) Divorce ( ) 
d) Widower/widow ( )1. Gender ( ) 
 
4. Domicile 
a) Urban ( ) 
b) Semi urban ( ) 
c) Rural ( ) 
 
 
5. Education 
  
 
 
 
a.) Professional ( ) 
b.) Graduates ( ) 
c.) Higher secondary ( ) 
d.) high school ( ) 
e) .Middle school ( ) 
f.) primary school ( ) 
g.) Read & write ( ) 
h) Read only ( ) 
i.) Illiterate ( ) 
 
6. Occupation 
a) Executive/Business ( ) 
b) Agriculture ( ) 
c) Domestic Work ( ) 
d) Service/Sales ( ) 
e) Manual Worker ( ) 
 
7. Income per month in Rs. 
a) 1520 ( ) 
b) 1521 - 4555 ( ) 
c) 4556 - 7593 ( ) 
d) 7594 - 11361 ( ) 
e) 11362 - 15187 ( ) 
f) Above 1520 ( ) 
 
8. Socio economic status 
a) Upper class ( ) 
b) Upper middle ( ) 
c) Upper lower ( ) 
d)  Lower middle ( ) 
e) Lower class ( ) 
9. Personal habits 
  
 
 
 
a) Smoking ( ) 
b) Alcohol ingestion ( ) 
c) Tobacco use ( ) 
d) Smoking & Alcohol ingestion ( ) 
e) None ( ) 
 
 
10. Family support system 
a. Unpaid or informal ( ) 
b. Paid service ( ) 
  
 
 
 
PART- II 
 
 
B. CLINICAL DATA 
 
1. Type of ischemic stroke 
a)  Thrombotic stroke ( ) 
b)  Embolic  stroke ( ) 
c)  Lacunar stroke ( ) 
d)  TIA ( ) 
 
 
2. Location of lesion 
a)  MCA Territory ( ) 
b)  PCA Territory ( ) 
c)  ACA Territory ( ) 
d)  Multiple Territory ( ) 
e)  Parietal lobe ( ) 
f)  Thalamus ( ) 
g)  Cerebellar ( ) 
h)  Pre motor cortex ( ) 
 
 
3. Location of disability 
a) Right Upper Limb ( ) 
b) Left Upper Limb ( ) 
 
4. Level of disability 
a. Complete independent ( ) 
b. Independent ( ) 
c. Mild dependent ( ) 
D. Moderate dependent ( ) 
e. Markedly dependent ( ) 
f. Totally dependent ( ) 
 
 
 
 
 
 
5. Level of upper motor function as per brunnstorm recovery scale 
a) Stage I ( ) 
b) Stage II ( ) 
c) Stage III ( ) 
d) Stage IV ( ) 
e) Stage V ( ) 
 
6. Pre morbid condition 
a)   Hypertension ( ) 
b)  Diabetes mellitus ( ) 
c)  Hypertension & diabetes mellitus ( ) 
d) Previous history of TIA, MI ( ) 
e ) Hypercholesterolemia ( ) 
f) Cardiopathy LVH, CCF, CAD, AF ( ) 
 
7. Severity of stroke as per NIHSS 
a)  Mild Stroke ( ) 
b)  Mild to Moderate Stroke ( ) 
c)  Severe Stroke ( ) 
d)  Very severe stroke ( ) 
 
8. Time since stroke 
a) 14 days ( ) 
b) 1 month ( ) 
c) 2 month ( ) 
d) 3 month ( ) 
 
9. Associated illness 
a)   Diabetes mellitus ( ) 
a)  hypertension ( ) 
b)  DM with Hypertension ( ) 
 
 
 
 
 
 
10. Compliance on treatment 
a) Compliant ( ) 
b) Non - complaint ( ) 
  
 
 
 
PART - III 
BRUNNSTORM MOTOR RECOVERY TEST 
Note: This Assessment will be done by Researcher to assess the patient motor  
Function. 
 
 
S.NO STAGES DESCRIPTION OF MOTOR RECOVERY 
1 STAGE :1 Flaccidity. The subject has almost no muscle tone and zero grip strength  
or functional ability. 
2 STAGE :2 Little or no finger flexion. Some muscle tone is present; however grip  
strength is still extremely minimal 
3 STAGE :3 Mass grasp, use of hook grasp without ability of release, no voluntary  
finger extension, and possible reflex extension of digits. 
4 STAGE :4 Lateral apprehension, release by thumb movement and some minimal  
voluntary finger extension may be present with small range. 
5 STAGE :5 Palmar prehension with possible cylindric and spheric grasp that is 
typically performed awkwardly with limited functional use. Voluntary 
mass extension of digits with varying range. 
6 STAGE :6 All types of prehension are under control, skills are improving, and there  
is full-range of voluntary extension of digits, as well as individual finger 
movement that is less accurate than the opposite hand. 
 
 
 
 
 
 
PART - IV 
MODIFIED NATIONAL INSTITUTE OF HEALTH STROKE SCALE 
 
Instructions: This Assessment will be done by Researcher to assess the severity of  
stroke Record performance in each category after each subscale exam. The clinician  
should record answers while administering the exam and work quickly. Except where  
indicated, the patient should not be coached (i.e., repeated requests to patient to make a  
special effort.) 
 
S.NO SCALE DEFINITION SCORE 
1.c. LOC commands (Ask patient to open/close eyes & form/release fist) 
0: Obeys both correctly 
1: Obeys one correctly 
2: Both incorrect 
 
2. Best gaze (only horizontal eye movement) 
0: Normal 
1: Partial gaze palsy 
2: Total gaze paresis or Forced deviation 
 
3. Visual Field testing 
0: No visual field loss 
1: Partial hemianopia 
2: Complete hemianopia 
3: Bilateral hemianopia (blind including cortical blindness) 
 
4. Facial Paresis (Ask patient to show teeth/ raise eyebrows & close eyes 
tightly) 
0: Normal symmetrical movement 
1: Minor paralysis (flattened nasolabial fold, asymmetry on smiling) 
2: Partial paralysis (total or near total paralysis of lower face) 
3: Complete paralysis of one or both sides (absence of facial movement in the 
upper and lower face) 
 
5. Motor Function - Arm  Right 
0: Normal (extends arms 90* or 45* for 10 seconds ) 
1: Drift 
 
 
 
 
 
 
 
 
 
 2: Some effort against gravity 
3: No effort against gravity 
4: No movement 
9: Untestable (Joint fused or limb amputated) (do not add score) 
Right Arm Left Arm 
 
7 Limb Ataxia 
0: No ataxia 
1: Present in one limb 
2: Present in two limbs 
 
8. Sensory (Use pinprick to test arms, legs, trunk and face- compare side to 
side) 
0: Normal 
1: Mild to moderate decrease in sensation 
2: Severe to total sensory loss 
 
9. Best Language (Ask patient to describe picture, name items, read sentences) 
0: No aphasia 
1: Mild to moderate aphasia 
2: Severe aphasia 
3: Mute 
 
10 Dysarthria (Ask patient to read several words) 
0: Normal articulation 
1: Mild to moderate slurring of words 
2: Near unintelligible or unable to speak 
9: Intubated or other physical barrier (do not add score) 
 
11. Extinction and inattention (Formerly Neglect) (Use visual or sensory double 
stimulation) 
0: Normal 
1: Inattention or extinction to bilateral simultaneous stimulation in one of the 
sensory modalities 
2: Severe hemi-inattention or hemi-inattention to more than one modality 
 
 Total Score  
Scoring 
1-5 Mild Stroke, 6-14-Mild to moderate stroke,15-24-Severe stroke,>25-Very severe stroke 
 
 
 
 
 
 
 
SECTION - B 
MODIFIED STROKE SPECIFIC QUALITY OF LIFE SCALE 
 
Note:  This  questionnaire  asks  for  your  views  about  your  health.  This 
information will help keep track of how you feel and how well you are able to cope with 
disease and do your usual activities. For each of the following questions, please tick the 
appropriate column that best describes your answer 
 
PSYCHOSOCIAL COMPONENTS 
 
S. 
No 
Item 
S.A M.A N.A M.DA S.DA 
     
I. Family Roles 
1 I didn't join in activities just for fun with 
my family. 
     
2 I felt I was a burden to my family.      
3 My physical condition interfered with my 
personal life. 
     
II. Language 
4 I  have trouble in speaking For example, 
get stuck, stutter, stammer 
     
5 I  have trouble speaking clearly to  the 
telephone 
     
6 I  have trouble in understanding others 
word 
     
7 I have trouble in finding the word to speak.      
8 I have to repeat myself so others could 
understand me. 
     
III. Mood 
9 I was discouraged about my future.      
10 I  wasn't  interested  in  other  people  or 
activities. 
     
11 I felt withdrawn from other people.      
12 I had little condense in myself.      
13 I was not interested in food.      
 
 
 
 
 
 
 
 
 
IV. Social Roles 
14 I didn't go out as often as I would like.      
15 I did my hobbies and recreation for shorter 
periods of time than I would like. 
     
16 I didn't see as many of my friends as I 
would like. 
     
17 My physical condition interfered with my 
social life. 
     
V. Personality 
18 I was irritable      
19 I was inpatient with others      
20 My personality has changed      
 
 
 
 
 
 
 
 
 
 
 
S.No 
 
Item 
     
     
I. Energy 
1 I felt tired most of the time      
2 I had to stop and rest during the day.      
3 I was too tired to do what I wanted to do.      
II. Mobility 
4 I have trouble in walking.      
5 I  lose my balance when bending over to or 
reaching for something 
     
6 I  have trouble in climbing stairs      
7 I have trouble with standing      
8 I  have trouble in getting out of a chair      
III. Work productivity      
9 I  have trouble in doing daily work around the 
house 
     
10 I have trouble in finishing jobs that i started      
11 I have trouble in doing the work i used to do      
 
 
 
 
 
 
 
 
 
 
S.No Item 
T.H ALH SH ALH NH 
     
IV.Self Care 
12 I  need help for preparing food      
13 I  need help for  eating      
14 I need help in getting dressed      
15 I need help for taking a bath or a shower.      
16 I  need help to use the toilet      
V.Upper Extremity Function 
17 I  have trouble in writing or typing      
18 I have trouble in putting on socks      
19 I  have trouble in  buttoning      
20 I  have trouble in  zipping a zipper      
21 I have trouble opening a jar      
 
 
 
 
 
 
 
PART - A 
COPING STRATEGIES INVENTORY 
 
The Investigator interested to find out your coping ability towards stroke  
management. You are requested to listen/read all the items carefully and to mark ( )  
against to the appropriate response as best of your level. You need to select only one  
response for each question. There is no right or wrong answers. Confidentiality will be  
maintained. 
 
 
S. 
NO 
 
COPING ABILITY 
None 
1 
A 
little 
2 
Some 
3 
Much 
4 
Very 
Much 
5 
1 I stepped back from the situation and put things 
into perspectives 
     
2 I talked to someone where was in a similar 
situation 
     
3 I recognize my own strength & weakness      
4 I feel guilty when I cannot to do things      
5 I talked to someone about how I was feeling      
6 I realized that I brought the problem on myself      
7 I let my emotions go      
8 I tried to get a new angle on the situation      
9 I found ways to blow off steam      
10 I accepted sympathy & understand from someone      
11 I slept more than usual      
12 I knew what had to be done, so I doubled my 
efforts & tried harder to make things work 
     
13 I allow extra time to perform my own work      
14 I do relaxation exercise regularly      
15 I am taking fresh foods &balanced diet      
 TOTAL      
 
 
 
 
 
 
 
PART - A 
ACTION RESEARCH ARM TEST 
 
 
Instructions 
There are four subtests: Grasp, Grip, Pinch, Gross Movement. Items in each are 
ordered so that: · 
   if the subject passes the first, no more need to be administered and he scores top  
 marks for that subtest; 
   If the subject fails the first and fails the second, he scores zero, and again no  
 more tests need to beperformed in that subtest; 
    Otherwise he needs to complete all tasks within the subtest 
 
 
Activity Score 
A. Grasp 
1. Block, wood, 10 cm cube (If score = 3, total = 18 and to Grip _______ 
Pick up a 10 cm block 
2. Block, wood, 2.5 cm cube (If score = 0, total = 0 and go to Grip) _______ 
Pick up 2.5 cm block 
3. Block, wood, 5 cm cube  _______ 
4. Block, wood, 7.5 cm cube _______ 
5. Ball (Cricket), 7.5 cm diameter _______ 
6. Stone 10 x 2.5 x 1 cm _______ 
 
B.Grip 
1. Pour water from glass to glass (If score = 3, total = 12, and go to Pinch) _______ 
2. Tube 2.25 cm (If score = 0, total = 0 and go to Pinch) _______ 
3. Tube 1 x 16 cm _______ 
4. Washer (3.5 cm diameter) over bolt _______ 
 
 
C.Pinch 
1. Ball bearing, 6 mm, 3rd finger and thumb (If score = 3, total = 18 and go to Grossmt)  
_______ 
  
 
 
 
2. Marble, 1.5 cm, index finger and thumb (If score = 0, total = 0 and go to Grossmt)  
_______ 
3. Ball bearing 2nd finger and thumb _______ 
4. Ball bearing 1st finger and thumb _______ 
5. Marble 3rd finger and thumb _______ 
6. Marble 2nd finger and thumb _______ 
 
D. Grossmt (Gross Movement) 
1. Place hand behind head (If score = 3, total = 9 and finish) _______ 
2. (If score = 0, total = 0 and finish _______ 
3. Place hand on top of head _______ 
4. Hand to mouth _______ 
 
 
RATING SCALE 
3: Performs test normally 
2: Completes test, but takes abnormally long or has great difficulty 
1: Performs test partially 
0: Can perform no part of test 
 
 
 
 
 
 
PART - C 
ADL COMPLIANCE CHECK LIST 
 
The Investigator interested to find out your compliance towards Activity of daily 
living related advices at home. You are requested to listen/read all the items carefully 
and to mark ( ) against to the appropriate response as best of your knowledge. You need 
to select only one response for each question. There are no rights or wrong 
answers. Confidentiality will be maintained. 
 
S. 
No 
Items 
 Never 
1 
Some times 
2 
Always 
3 
1 Biggest  meal  in  the  day  and 
small Tiffin at night. 
    
2 flatware with built-up handles 
which are easier to grasp 
    
3 rocker knives for cutting food 
with one hand 
    
4 Rubberized pads under the plate 
help keep it from sliding 
    
5 Avoid tight-fitting sleeves, arm 
holes, pant legs and waistlines; 
    
6 Replace   buttons   and   zippers 
with Velcro fasteners. 
    
 
 
 
 
 
 
 
 
 
7 Enough   time   allowed   for 
dressing. 
    
8 Clothing for the day laid out 
before beginning to dress 
    
9 Wear   clothes   that   fasten   in 
front. 
    
10 Clean mouth after every meal.     
11 Mouth is kept thoroughly clean, 
including the tongue, roof of the 
mouth and dentures. 
    
12 Keep moisten the mouth always     
13 Regular toileting schedule every 
two hours throughout the day. 
    
14 use   a   raised   toilet   seat   in 
bathroom 
    
15 Install grab bars in the bathroom     
 
 
 
 
 
 
 
 
16 Stool softeners, mild laxatives,     
17 Avoid fluids for two or three 
hours before bedtime 
    
18 Place your walker or cane near 
the bed 
    
19 Leave a light on at night.     
20 Place a bell on the night table     
21 Use props to make conversation 
easier (photos, maps). 
    
22 Draw or write things down on 
paper. 
    
23 Make phone calls or try talking 
to people only when you have 
plenty of time. 
    
24 Organize  the  environment  to 
avoid clutter 
    
25 Let there be light     
26 Increase Contrast     
 
 
 
 
 
 
 
 
27 Medicine should not be stopped     
28 use   a   commercial   medicine 
dispenser. 
    
29 carry  some  form  of  medical 
identification 
    
30 Medications  as  prescribed  by 
physician 
    
31 Sitting Lumbar (Back) Support 
Place a pillow underneath the 
weak   arm   as   near   to   the 
shoulder ,   placing   a   folded 
pillow   or   towel   inside   the 
armrest of the chair 
    
32 Lying on unaffected side, with 
pillow supporting weak arm as 
straight as possible on pillow. 
Weak leg supported on a pillow 
with the knee slightly bent. 
    
33 Lying  on  Back  Three 
pillows crossed supporting head 
and shoulders down to wais and 
Head in mid-line position. 
    
34 Monitor your blood pressure;     
 
 
 
 
 
 
 
 
35 Eat foods low in sodium (salt) 
and saturated or trans fat 
    
36 Quit smoking.     
37 Limit alcohol.     
38 Fatty food items consumed     
39 Manage your diabetes.     
40 Exercise often.     
 
Scoring Procedure 
Score up to 33.33 Percentile (58) - Non compliant 
Score 33.34 - 66.66 percentiles (59-67) - Partially Compliant 
Above 66.66 percentile (> 68) - Compliant 
  
 
 
APPENDICES V-B  
 SECTION -A 
PART - 1 
jdpegu;tpguk;  
mdGilau; 
f N o  n f h L f f g g l L s s  t p d h f f S f F  r u pa h f  g b j J  
m j w F  
nghUjjkhd tpilfis     NjuT nraJ mjwF NeNu 
nfhLffgglLss milgGFwpfFs; ( ) nraaTk;. 
 
1. ghypdk; 
a) Mz; ( ) 
b) ngz; ( ) 
 
2. taJ  
a) 20 taJ Kjy;35 tiu ( ) 
b) 35 taJ Kjy;50 tiu ( ) 
c)50 taJ Kjy;60 tiu ( ) 
d) 60 tajpwF Nky; ( ) 
 
3. jpUkz tpguk; 
a) jpUkzkhdtu; ( ) 
b) jpUkzk;Mf hjtu; ( ) 
c) tpthfujjhdtu; ( ) 
d) tpjit ( ) 
 
4. ciwtplk; 
a) efuGwk; ( ) 
b) fpuhkhGwk; ( ) 
c) fpuhk efu;Gwk; ( ) 
 
  
 
 
 
5. fytp  jFjp  
a) njhopy;rhH fytp ( ) 
b) gllagbgG ( ) 
c) Nkyepiy ( ) 
d) cauepiy ( ) 
e) eLepiy fytp ( ) 
f) njhlfffytp ( ) 
g) gbggwpT kwWk;vOjjwpT ( ) 
h) gbgG klLk; ( ) 
i)  fytp mwpT,yyhjtu; ( ) 
 
6. njhopy; 
a) njhopy;mjpgu> mjpfhup ( ) 
b) tptrhak; ( ) 
c) tlL Ntiy ( ) 
d) tpwgidahsu; ( ) 
e) cly;ciogG gzp ( ) 
 
7. khj tUkhdk; 
a) 1520 ( ) 
b) 1521 - 4555 ( ) 
c) 4556 - 7593 ( ) 
d) 7594 - 11361 ( ) 
e) 11362 - 15187 ( ) 
f) 1520 Nky; ( ) 
  
 
 
 
8. r%f nghUshjhu epiy 
a) Nky;thffk;epiy  ( ) 
b) caH nghUshjhu epiy ( ) 
c) eLepiy nghUshjhu epiy ( ) 
d) gpdjqfpa nghUshjhu epiy  ( ) 
e) kpfTk;gpdjqfpa nghUshjhu epiy  ( ) 
 
9. Ragoff toffqfs; 
a) Gifgpbjjy; ( ) 
b) kJ mUeJjy; ( ) 
c) Gifapiy gadgLjJjy; ( ) 
f) Gifgpbjjy;kwWk;kJ mUeJjy; ( ) 
d) ,twwpy;VJk;,yiy.  ( ) 
 
10. FLkg MjuT Kiw  
a) Kiw MjuT ,yiy ( ) 
b) Kiwahd FLkg MjuT ( ) 
 
 
 
 
 
 
PART - 2 
 
Neha;gwwpa tpguk; 
1. gffthjjjpd;tiffs;  
a) , u j j  F o h a ;m i l g G  ( ) 
b) rp W , u j j Foh a; mi l g G  ( ) 
c) gff th j jjpd ; Ke j p a ep iy  ( ) 
 
2. , u j j F o h a ; m i l g G  V w g l L  c s s  , l k ;  
a) MCA ,ujj Foha; milgG  ( ) 
b) P CA ,ujj Foha; milgG  ( ) 
c) ACA ,ujj Foha; milgG ( ) 
d) xdWfF Nkwgll,u j j  F o h a ; m i l g G  ( ) 
e) ngiully; Nyh g; ( ) 
f) jshk]; ( ) 
g) rpW%is ( ) 
h) Nkhllh nrayghlL gFjp ( ) 
 
3. gffthjk; VwglLss gFjp  
a) tyJ gffk; ( ) 
b) ,lJ gffk; ( ) 
 
4. Nkhllhu;nrayghlbd;epiy  
a)   epiy I ( ) 
b)  epiy II ( ) 
c)   epiy III ( ) 
d)  epiy IV ( ) 
  
 
 
 
5. rhuG epiy 
a) KOtJk;jdpgll epiy ( ) 
b) jdpggll epiy  ( ) 
c) rpwpJ jdpggll epiy ( ) 
d) rpwpJ rhuej epiy ( ) 
e) KOtJk;rhuej epiy  ( ) 
 
6. Kd;MNuhffpaww epiy  
a) eupopT Neha; ( ) 
b) cau;,ujj mOjjk;kwWk;eupopT Neha; ( ) 
c) Keija gffthjk; ( ) 
d) ,ujj nfhOgG mjpfupgG ( ) 
e) ,ja gpzpfs; ( ) 
 
7. gffthjjpd;jtpujdik  
a) Nyrhd gffthjk; ( ) 
b) ,ayghd Kjy;Nyrhd gffthjk; ( ) 
c) fLikahd gffthjk; ( ) 
d) kpfTk;fLikahd gffthjk; ( ) 
 
8. gffthjk;Vwgll fhy ,ilntsp  
a) 14 ehlfSfFs; ( ) 
b) 1 khjjjpwFs; ( ) 
c)2 khjjjpwFs; ( ) 
d) 3 khjjjpwFs; ( ) 
 
9. njhlHGila kww Nehafspd; tpguk; 
a) eupopT Neha; ( ) 
b) cau;,ujj mOjj Neha; ( ) 
c) eupopT kwWk;cau;,ujj mOjjk; ( ) 
  
 
 
 
10. Kiwahd r pfprir Kiwia gpdgwWjy;  
a) Kiwahf gpdgwWjy; ( ) 
b) Kiwahf gpdgwwtpyiy ( ) 
  
 
 
 
Section - B 
gffth jk; Fwp ggp ll th ofif  ju k; msTNfhy ;  
cst pay ;gFj p 
 
  kp.V kpj.V 
kpj.V. 
e 
nfh 
kpf.V. 
nfh 
      
FLkg gqF  
1 e hd ;vd J  F Lk gj j pd U ld ;v e j  
x U  
tpjkhd   kfporrpahd   
epforrpfspy ; 
fyeJf;nfhstjpyiy. 
    
2. ehd; vdJ  FLkgjjpwF  
f~ljij 
nfhLggjhf epidffpNwd. 
    
3. v d ; c l y e pi y a hy ; v d J  
j d pg g l l  
t hofif  K i w ghj pf f pwJ . 
    
nk ho p 
4. v d f F  N g R t j p y ; f ~ l k h f  
c s s J . (v .f h ) j pfF jy ; 
     
5. vdfF    njhiygNgrpa py ;   
NgRtJ f~lkhf cssJ. 
     
6. kwwthfs ; NgRk;   
thhjijfis 
G h pe J  n f hs t J  f ~l k h f  
c s s J .  
     
7. v d f F  NfhHitahf    
NgRtjwF  
thhjij jlqfyhf 
cssJ  
     
8. ehd ;  NgRtij   kwwtHfs ;  
GhpeJf; nfhss   ehd;  jpUkg   
jpUkg   Ngr NtzbcssJ. 
     
kdepiy  
9. vdDila   vjphfhyjij   
epidjJ 
vdfF ftiyahf 
,UffpwJ. 
     
10. kw wt hfS ld ;  N gRt j wF k ;  
Nti y  
nratjwFk ;vdfF  
t pUggk pyiy . 
     
11. ehd ;  kwwthfs plk ; ,UeJ   
t pyfp 
,Uggjhf epidffpNwd ;. 
     
12 vdfF   rpw pa   jhoT   
kdgghdik  
cssJ. 
     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
13. v d f F rhggpltjwF 
tpUggNkapyiy. 
     
r%f gqF  
14. ehd ;  tpUkgpdhYk;  vdfF   
gpbjj ,ljj pwF   vd d hy ; 
nt s pNa   nryy  
K bat pyi y . 
     
15. ehd ;  t pUkgpdhYk ;  vdJ   
gpbjjn r a y f i s  F i w t hd  
N e u N k  n r a a  
KbfpwJ. 
     
16. ehd ;  tpUkgpdhYk;  vdfF   
gpbjj ezghfis vddhy ;
 ghhff 
K bat pyi y . 
     
17. vdD i la     c ly e pi y     
g hj pg g pd ; 
f h u z k h f  r % f j j p y ;  
c s s t h f s p l k ; 
r f [ k h f  g o f  K b a t p y i y .  
     
j d pg g l l  K i w  
18. ehd ;Nfhgkhf ,UffpNwd ;      
19. ehd ; kwwthfspd ;
 g h h i t f F  
Nehahs pahf cssjhf 
czUfpNwd ; 
     
20. v d D i l a  t h o fi f  K i w  
k hW f pw J . 
     
 
 
 
 
 
 
 
 
  K  kp.f. f .
c  
rp.f f .
,         
cly;,aff epiy gFjp 
I rfjp 
1 ehd ;   mjpf    Neuqfspy ;   
Nrhhthf 
,UggJ Nghy ;czUfpNwd ; 
     
2. vdJ  Ntiyia  
njhlHeJ  vddhy; 
n r a a  K b a t py i y  
     
3. ehd ; nraa e p i d f f
 $ba  
Ntiyfis     
nratjwF
 kpfT
k ; 
Nrhht hf cssJ . 
     
II. efHTfs ; 
4 ehd ;elggjwF f~lgLfpNwd.      
5. VjhtJ   nghUis   Fd peJ    
vLfFk ; 
NghJ vddhy ;Rjhhpff 
Kbatpyiy  
    
6. vdd hy ;gb Vw f ~lk hf 
,Uff pwJ . 
     
7. ddh      
8. ddh h      
 
9. ehd; jpdKk; vdJ tlL 
Ntiyfis 
nraa fbdkhf cssJ 
     
10. vdd hy ; njhlqfpa
 Ntiyfis  
Kbff ,aytpyiy  
     
11. vddhy ;  vgnghOJk ;  nraa
 $b
a  
Ntiyia $ l     n r a a     
f b d k h f  
cssJ. 
     
 
 
 
 
 
 
 
 
 
 
  K. 
c  
e p . 
c  
rp. 
c  
kprp. 
c  
c .
,         
 
 e hd ;c z T  n ra a  c j t p 
N j i t g g L f pw J . 
     
 ehd ;rhggpl cjtp NjitggLfpwJ .      
 e h d ;  c i l    m z pa    
k w w t H f s pd ;  c j t p 
NjitggLfpwJ . 
     
 ehd ; FspggjwF kwwtHfs pd ;    
cjt p 
NjitggLfpwJ . 
     
 ehd ; fo ptiwfF  nryy  
kwwtHfs pd ; c jt p 
NjitggLfpwJ . 
     
ifa pd ;nrayghLfs ; 
 v d d h y ; v O j  f b d k h f  c s s J       
 v d J  f h Y i w i a  N g h l  f b d k h f  
c s s J  
     
 d;      
       
       
 
kjpg;ngz; tptuk; : 
kpfTk; Vw;Wf;nfhs;stpy;iy,fbdk; ,y;iy,cjtp Njitapy;iy   : 5 
kpjkhf Vw;Wf;nfhs;stpy;iy,rpwpJ fbdk;,kpfr;rpwpacjtp Njit   : 4 
eLepiy, fbdkhf cs;sJ,rpwpa cjtp Njit     : 3  
kpjkhf Vw;Wf;nfhs;fpNwd;,kpfTk; fbdkhf cs;sJ, epiwa cjtp Njit : 2 
kpfTk; Vw;Wf;nfhs;fpNwd;,Kbatpy;iy, KO cjtp Njit    : 1 
 
  
 
 
 
Part - 1 
rkhspfFk;jpwid mwpAk;cjjpfs;  
 
,ej Nfstp  c q f sp d;  rkhs p f Fk; jp wid mw p e J
 m j w F  Vwwhw; Nghy; cqfspd; rkhspfFk; jpwid 
NkkgLjJtjwfhf tbtikffgglLssJ. eqfs;
 nfhLffggll  tpsffqfs; edwhf g b j J
 c q f s p d ;  g j p i y  V j h t J  x U  f l l j j p y ;  e p u g g  N t z L k ; .  
  
 
 
t . 
v
z ; 
r k h s pf F k ;c j j pf
s ; 
vgNghJ 
,y
iy 
vgnghO 
jht
J 
rpy mjp f 
r k ak;  
r k a k;  
vgnghOJ
k; 
1. vd J
 g pur ri d
i a  
nghpJggLjjhky ;   
vtthW 
KdNdhffp   nrytJ   
gwwp 
r pe j pg N g d ;. 
     
2. vdi Nghy ;
 gpurri
d 
csstufsplk; 
fyeJiuahLNtd ;. 
     
3. vd J  gy k ; kwWk; 
gytdji j  
mwpeJnfhsNtd;. 
     
4. ehd;   vdJ    
Ntiyfis 
nraa Kbahj     
NghJ 
tUjjgLNtd ;. 
     
5. e hd ;   vd J
 f \ l
j i j  
khwwtuplk;$WNtd;. 
     
6. vd J
 gpurridff
hd  
f h uz k ;   v d d pl k ;   
j h d ; 
cssJ   vd   
czheJf ; 
n f hz N l d ; 
     
 
 
 
 
 
 
 
 
7. vdJ    ftiyg;   
Nghff 
Kawrp nraNtd;. 
    
8. vdJ    gpurrid    
juff 
vyyh
 Nfhzqfs p
Yk ; 
j ui t  mD F Ntd ;. 
     
9. vdJ    gpurrid    
juff 
t o pf i s  f hZ N t d ;. 
     
10. ehd ;   vdkJ
 kwwtuf
s ; 
f hz g pf f g g L k ;  
f U i z A k ; 
mdigAk;GupeJnfhsNtd;. 
     
11. ehd ; toffjij 
tpl mjpf 
Neuk;J}qFNtd;. 
     
12. e hd ;   vd J
 gyjjp
id 
mwpeJ mjwF VwwhwNghy; 
vdJ   Ntiyfis   
ehNd 
mjpf Kawrp 
NkwnfhsNtd;. 
     
13. ehd;   vdJ    
Ntiyfis 
nraa mjpf Neuk; 
vLjJfnfhs Ntd ;. 
     
14. ehd ; j pdK k ; Nahf 
nraNtd;. 
     
15. ehd ; rjjhd
 czT  
t i f f i s  
vLjJfnfhs Ntd ;. 
     
 
 
kjpg;ngz; tptuk; : 
vg;NghOJk;  : 5 
mjpf rkak;   : 4 
rpy rkak;  : 3 
vg;nghOjhtJ : 2 
vg;nghOJk; ,y;iy : 1 
 
 
 
  
 
 
 
Part - 2 
m d w h l  N t i y a p d ; , z f f k ; g l b a y ;  
 
 
 
t. 
v
z;  
 
mdwhl Ntiyap d; jpwd;  
 
vgNghJk; 
,y
iy 
vgnghO 
jhtJ 
nr aN t
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APPENDICE VI-A 
COMPREHENSIVE NURSING REHABILITATION PROGRAMME  
FOR POST ACUTE - STROKE PATIENTS-ENGLISH VERSION 
  
 
 
Rehabilitation actually starts in the hospital as soon as possible after the stroke. 
In patients who are stable, rehabilitation may begin within two days after the stroke has 
occurred, and should be continued as necessary after release from the hospital. 
The goal in rehabilitation is to improve function so that the stroke survivor can 
become as independent as possible. This must be accomplished in a way that preserves 
dignity and motivates the survivor to relearn basic skills that the stroke may have taken 
away - skills like eating, dressing and walking. 
Post -acute stroke Rehabilitation 
     Post-acute stroke is defined as the period of time immediately following  
 discharge from acute care. 
     The stroke patient has achieved medical stability and the focus of care now  
 becomes rehabilitation. 
     Stroke rehabilitation following discharge from acute care can be conducted in  
 inpatient rehabilitation hospitals or rehabilitation units in acute care hospitals,  
 nursing facilities, the patient‟s home, or outpatient facilities. Some patient may  
 recover from the acute phase with no need for rehabilitation services 
Background 
     Rehabilitation  based  nursing  intervention  programme  was  developed  by  
 researcher based on the survey conducted on quality of life after stroke among  
 stroke survivor in selected rehabilitation center in Thanjavur  
 city, based on the findings of the survey psychosocial (stress  
 and  poor  coping  ability)  health  is  affected    more  than  
 physical health (motor function & activity of daily living). 
 
Comprehensive Nursing Rehabilitation Programme 
Intervention programme consists of 
1 Basics of stroke and its management 
2 Various  coping  strategies  to  cope  with  stress  and  adaptation  to 
therapy. 
3 Mirror therapy exercise to improve the Upper  limb motor function 
4 ADL training programme by using the self instructional module to 
 
 
 
 
 
 
improve the Functional independence level. 
Objectives 
At the end of this intervention programme the patient will be able to.  
   Learn about basics of stroke and its management 
  Know about the stress which  caused  delayed prognosis of stroke 
  Adapt the situation  according to the patient ability  
  Demonstrate the mirror therapy exercise 
  Improve the quality of life by performing activity of daily living without or with  
 minimal assistant 
 
1. Basics of stroke and its management 
What Is a Stroke? 
Stroke is a medical emergency and a leading cause of death .It  
occurs when a blood vessel in the brain bursts or, more commonly,  
when a blockage develops. Without treatment, cells in the brain  
quickly begin to die. The result can be serious disability or death. 
Risk Factors: 
•   High blood pressure 
•   High cholesterol 
•   Diabetes 
•   Obesity 
•   Smoking 
•   Getting too little exercise 
•   Heavy use of alcohol 
Eating too much fat and cholesterol can lead to arteries that are narrowed by  
plaque. 
Too much salt may contribute to high blood pressure.  
 And too many calories can lead to obesity.  
Risk Factors You Can't Control 
Older age 
Family history of strokes. 
Men being more likely to have a stroke. 
 
 
 
 
 
 
2.1.3. What Causes a Stroke? 
Atherosclerosis -- hardening of the arteries. Plaque made of fat, cholesterol, 
substances builds up in the arteries, leaving less space for blood to flow.  
 A blood clot may lodge in this narrow space and cause an ischemic stroke.  
 Hemorrhagic strokes often result from uncontrolled high blood pressure that 
causes a weakened artery to burst. 
2.1.4. Types of stroke 
Ischemic Stroke 
The most common type of stroke is known as an  
ischemic stroke. Nearly nine out of 10 strokes fall into  
this category. 
Hemorrhagic Stroke 
Hemorrhagic strokes are less common but far more 
likely to be fatal. They occur when a weakened blood 
vessel in the brain bursts. The result is bleeding inside 
the brain that can be difficult to stop. 
'Mini-Stroke' (TIA) 
A transient ischemic attack, often called a "mini- 
stroke,". Blood flow is temporarily impaired to part of 
the brain, causing symptoms similar to an actual stroke. When the blood flows again, 
the symptoms disappear. A TIA is a warning sign that a stroke may happen soon. 
2.1.5. Stroke Symptoms 
Signs of a stroke may include: 
•   Sudden numbness or weakness of the body, especially  
 on one side. 
•   Sudden vision changes in one or both eyes, or difficulty  
 swallowing. 
•   Sudden, severe headache with unknown cause. 
•   Sudden problems with dizziness, walking, or balance. 
•   Sudden confusion, difficulty speaking or understanding  
 others. 
•   Call 911 immediately if you notice any of these symptoms. 
 
 
 
 
 
 
The F.A.S.T. test helps spot symptoms. It stands for: 
•   Face. Ask for a smile. Does one side droop? 
•   Arms. When raised, does one side drift down? 
•   Speech. Can the person repeat a simple sentence? Does  
 he or she have trouble or slur words? 
•   Time. Time is critical. Call 911 immediately if any symptoms are present.  
 Stroke: Time = Brain Damage 
Every second counts when seeking treatment for a stroke. When deprived of  
oxygen, brain cells begin dying within minutes. There are clot-busting drugs that  
can curb brain damage, but they have to be used within three hours of the initial  
stroke symptoms. Once brain tissue has died, the body parts controlled by that area  
won't work properly. This is why stroke is a top cause of long-term disability. 
 
Diagnosing a Stroke 
When someone with stroke symptoms arrives in the  
ER, the first step is to determine which type of stroke is  
occurring. There are two main types, and they are not  
treated the same way. A CT scan can help doctors  
determine whether the symptoms are coming from a  
blocked blood vessel or a bleeding one. Additional tests  
may also be used to find the location of a blood clot or  
bleeding within the brain. 
 
Stroke: Emergency Treatment 
For an ischemic stroke, emergency treatment focuses on medicine to restore  
blood flow. A clot-busting medication is highly effective at dissolving clots and  
minimizing long-term damage, but it must be given within three hours of the onset  
of symptoms. Hemorrhagic strokes are more difficult to manage. Treatment usually  
involves attempting to control high blood pressure, bleeding, and brain swelling. 
 
 
 
 
 
 
Stroke unit 
Definitive therapy is aimed at removing the blockage by breaking the clot down  
(thrombolysis), or by removing it mechanically (thrombectomy). 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.1.8. Stroke Rehabilitation: 
Speech Therapy 
Physical Therapy  
Talk Therapy 
2.1.9. Stroke Prevention:  
Lifestyle 
•   People who have had a stroke or 
TIA can take steps to prevent a recurrence: 
•   Quit smoking. 
•   Exercise and maintain a healthy weight. 
•   Limit alcohol and salt intake. 
•   Eat a healthier diet with more veggies, fish, and  
 whole grains. 
Life after a Stroke 
•   More than half of people who have a stroke regain the ability to take care of  
 themselves.  Those  who  get  clot-busting  drugs  soon  enough  may  recover  
 completely. And those who experience disability can often learn to function  
 independently through therapy. While the risk of a second stroke is higher at  
 first, this risk drops off over time. 
 
 
 
 
 
 
2.Coping strategies 
The positive approach to coping 
1. Don’t bottle things up. Talk to someone you trust. 
2. Stand back. Try to look at the situation with fresh eyes, 
to see the whole picture, not just the problems. 
3. Get another person’s perspective - someone you trust. 
4. Learn  to  relax.  Take  a  relaxation  course,  try  deep 
(abdominal) breathing, learn to meditate, try yoga, tai 
chi or a massage. 
5. Learn to breathe deeply. Breathing correctly is central to stress reduction. A stressed 
person tends to take shallow breaths - from the chest. Breathing slowly and deeply 
from the diaphragm, using all of the lungs, helps restore calmness. Breathing in this way 
is central to yoga, tai chi, meditation, relaxation, martial arts and so on. 
6. Take time out. Do things you really enjoy. 
7. Develop more skills to give you confidence and energy in coping with unavoidable 
pressures. Take an assertiveness course. 
8. Learn to give honest and clear messages. Learn to say ‘No!’ and not feel guilty. 
9. Find a solution to problems before they become unmanageable. Dealing with conflict is 
not usually easy, so try to find a solution that works for you when you do have to face 
it. 
10. Learn to take responsibility for your own feelings. 
11. Do something to let your feelings out: cry, scream as loud as you can (preferably where 
you cannot be heard!). 
12. Try talking into a tape recorder, then play it back and agree with what you said. 
13. Set limits for yourself and reasonable time limits for others. After a stroke, even simple 
actions may become more difficult and time consuming, so allow extra time. Remember 
to delegate, prioritise, plan and be prepared to compromise. 
14. being physical creates a feeling of wellbeing due to the release of chemicals in the 
body. 
15. Get enough sleep. 
16. Learn to say “No”. Do not overload yourself with commitments 
 
 
 
 
 
 
17. Eating fresh foods and a balanced diet is also important to keep healthy. Try to avoid 
too much of those foods that cause tension and stress, such as coffee, tea, chocolate 
and soft drinks. 
18. Remember to value exercise and a healthy diet. As well as helping keep you fit, exercise 
is a good way to work off tension 
19. Recognise your own strengths and weaknesses, as well as those of other people. 
20. Learn to accept what you cannot change. 
21. Try humour. Laughter reduces stress and tension 
 
 
3. Mirror therapy 
Mirror therapy is a non  - invasive physical rehabilitation  
measure which uses a mirror illusion to improve the motor function 
 
HOW MIRROR THERAPY WORKS 
A diagrammatic explanation of the mirror box. The patient 
places the good limb into one side of the box (in this case the right  
hand) and the affected  limb into the other side. Due to the mirror, the patient sees a  
reflection of the good hand where the missing limb would be (indicated in lower  
contrast).. 
The patient thus receives artificial visual feedback that the "affected " limb is now 
moving when they move the good hand 
 
GOALS OF MIRROR THERAPY 
1. Improving   motor   function   and 
ADLs 
2. Reducing pain 
3. Reducing neglect 
4. Reducing sensory impairment 
5. Increase ROM 
6. Increase function 
7. Increase perception (neglect, inattention, awareness) 
8. Increase cortical reorganization of the brain 
9. Increase processing speed 
 
 
 
 
 
 
10. Increase strength 
11. Improve a lack or change in sensation 
12. Decrease apraxia 
13. Decrease pain 
14. Increase coordination 
 
PROCEDURE 
1. Take a standard mirror box size of 30X30 Size standing mirror 
2. Sit comfortably and Place the mirror across the midline of the body, so that the 
paralysed site is hidden behind the mirror. 
3.  Place both your arms on the table one on either side of the mirror. The mirror 
side (where you can see the reflection of your arm) is placed so that you see your  
stronger arm .In this way, the brain instructs the information that no paralyzes  
has occurred. 
4.  Perform gentle movements while looking in the mirror for 20-25 minutes daily. 
 
 
GENERAL INSTRUCTIONS 
1. Presuming there is no jewellery on the affected side, remove wrist watches and  
rings.  Try to make a total illusion. 
2. Be guided by a clinician who understands brain function 
3. Depending on the pain and disability state, decide on an appropriate activity(ies)  
4. In general, the more severe the problem (eg. Severe Complex Regional Pain  
Syndrome), small movements, performed often, may be more appropriate. 
4.  Feel comfortable with the selected movements(s)‟, ie. „Conquer the movement‟. 
Before progressing to a more challenging movement. 
5.  You should always practice below your pain threshold. Neither during practice  
nor afterwards. 
6.  Mirror therapy is more likely to be successful if you practice regularly. You 
should therefore try to perform your mirror therapy exercises at least once a day 
for at least 10 minutes. 
7.  When starting with mirror therapy you should perform your exercises in a quiet 
surrounding to avoid distraction as much as possible. 
 
 
 
 
 
 
8. The affected body side / limb should be hidden by the mirror while you are  
practicing. 
9. It is essential that you concentrate on your arm or leg in the mirror during the 
entire time you are practicing. 
10. Try to avoid looking at your non-affected limb during practice. 
11. Perform the movements slowly and with focus. The longer the symptoms have  
been existing, the slower you should proceed. 
12.  Use a log to record your exercise progress: How often and for how long have 
you performed which exercises? 
13.  Once you feel comfortable with a movement, try and perform it in a different 
context. For example, do it with a song in your head or with altered emotions by  
thinking of something good or bad. Overall, you will need to repeat movements,  
grade the movements and then context enriching the movements for best neuron  
health. 
14.  Try to imagine that the reflection of your non-affected limb in the mirror 
actually is your affected limb. In most cases the exercises will be more 
beneficial the more vivid or realistic your imagination is. 
15.  Take care. If the hand in the box hurts or sweats, you may have taken the brain.  
Exercises too far even though the hand has not been moved. 
16. Move the painful hand in the box to the point where it starts to hurt a little and  
 
then. Move the good hand which is outside the box a little bit further. 
 
 
 
 
 
 
 
 
4.ADL TRAINING 
 
 
 NUTRITION 
 DRESSING & GROOMING 
 ORAL HYGIENE 
 BOWEL AND BLADDER CONTINENCE 
 COMMUNICATION 
 VISION 
 MEDICATION 
 POSITIONING 
 PREVENTION\ 
1. NUTRITION 
1. Eat the biggest meal early in the day when you have energy; 
keep the last meal of the day simple. 
2.  Special utensils can help if your arms and hands are impaired. 
These include flatware with built-up handles, which are easier  
to grasp, rocker knives for cutting food with one hand, and  
attachable rings that keep food from being pushed off the plate  
accidentally. Rubberized pads under the plate help keep it from  
sliding. These devices are available through medical supply  
houses 
3. If trouble swallowing, you may need to be observed while eating so that you do not 
choke. 
4. Choose soft foods. Tougher foods should be cut into small pieces or pureed. 
5. Your beverages may need to be thickened to keep them from going down the wrong 
way. Natural thickeners include tapioca, flour, instant potato flakes, oats and matzo  
meal. 
6.  If you are unable to obtain adequate nutrition by mouth, a dietician can suggest 
dietary supplements or alternative means of food preparation and eating. 
7.  Consult with a speech and language therapist for additional help with swallowing 
problems. 
 
 
 
 
 
 
8. Regular oral hygiene care is important for maintaining good health and for reducing 
the risk of serious illnesses such as pneumonia. Make sure that your mouth is kept 
thoroughly clean, 
9. Including the tongue, roof of the mouth and dentures. Clean your mouth after every 
meal. A dry mouth can lead to increased concentration of harmful oral bacteria. If your 
mouth is dry, 
10. you can moisten it every few hours using a damp swab or a small amount a water mist 
11. sprayed from an atomizer. If you have decayed teeth, see your dentist. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. DRESSING & GROOMING 
1. Avoid tight-fitting sleeves, arm holes, pant legs and waistlines; as well as 
clothes that must be put on over the head. 
2. Wear clothes that fasten in front. 
3. Replace buttons and zippers with Velcro fasteners. 
4. Substitute a cape for a coat and Velcro closures on shoes 
for laces. 
5.  Avoid shoes that stick to the floor (eg, crepe-soled shoes); 
they could possibly cause a fall. 
6.  Certain   devices   can   aid   in   dressing   and   grooming, 
including a mirror that hangs around your neck, a long- 
handled shoehorn or a device to help pull on stockings.  
These and similar items can be found in medical supply  
houses. 
7.  Having a systematic approach can make it easier to get dressed. Clothing for the 
day should be laid out before beginning to dress. You should be safely seated 
  
 
 
and permitted to dress yourself to the extent possible. Enough time should be 
allowed for dressing. 
 
 
4. ORAL HYGIENE 
1. Regular oral hygiene care is important for maintaining good health and for reducing 
the risk of serious illnesses such as pneumonia. Make sure that your mouth is kept 
thoroughly clean, including the tongue, roof of the mouth and dentures. 
2. Clean your mouth after every meal. 
3. A dry mouth can lead to increased concentration of harmful oral bacteria. If your 
mouth is dry, you can moisten it every few hours using a damp swab or a small amount 
a water mist sprayed from an atomizer. If you have decayed teeth, see your dentist. 
 
 
4. BOWEL AND BLADDER CONTINENCE 
1. Set up a regular toileting schedule, perhaps every two hours throughout the day. 
Also try to use the bathroom immediately after meals. This system can often  
improve bowel and bladder function. 
2. In the bathroom, use a raised toilet seat. 
3. Install grab bars in the bathroom to make it easier to get on and off the toilet. 
4. Stool softeners, mild laxatives, suppositories or small enemas (available in drug 
stores), as well as diet, can aid in bowel function and help to avoid constipation 
or impaction. 
5. Have a ready supply of disposable or washable bed pads and underclothing, 
which are commonly available in drug stores and medical supply houses. 
6. If getting to the bathroom during the night is a problem, it may be helpful to: 
7. Avoid fluids for two or three hours before bedtime. 
8. Use a bed5side commode or urinal if you have difficulty getting out of bed. 
9. Place your walker or cane near the bed for easy access. 
10. Leave a light on at night. 
11. Place a bell on the night table that can be used to waken a caregiver if needed 
5. COMMUNICATION 
1. Use props to make conversation easier (photos, maps). 
2. Draw or write things down on paper. 
 
 
 
 
 
 
3. Take your time. Make phone calls or try talking to people only when you have 
plenty of time. 
4. Show people what works best for you 
5. Stay calm. Take one idea at a time. 
6. Create a communication book that includes words, pictures and symbols that are 
helpful to you. 
7. The Internet can be used to talk to people via email or to create a personal web  
page for yourself. 
 
 
5. VISION 
1. Make sure the person is wearing their glasses if they would usually use them for 
the task 
2. Glasses may need to be brought in from home, if in hospital 
3. Make an onward referral if in doubt as to suitability of glasses 
4. Type of lens may longer be suitable if the person cannot use head to achieve  
viewing position (e.g. Varifocals) 
5. Increase Contrast 
     Use a contrasting background behind objects 
     Can impact on vision, search, attention, figure ground discrimination and  
 more 
     Colored tape on light fittings 
     Distracting or “busy” backgrounds can also cause difficulty 
6. Let there be light 
     Provide additional illumination for the task, but ... consider glare and  
 shadows 
     Position yourself and the person carefully in relation to the light  
     An angle-adjustable desktop lamp is ideal for tabletop tasks…but rare in  
 reality! 
4. Organize the environment to avoid clutter 
     Keep work surfaces tidy, encourage patient‟s and their family‟s to keep  
 their areas clear 
     Ensure ward ensuites are clear and not being used as storage areas  
 
 
 
 
 
 
 
8. MEDICATION 
Medicines should be taken in the prescribed dose at the scheduled time, including 
weekends and holidays. If there are instructions to take a drug over a period of time, the 
prescription should be followed . 
 
1.  Medicine should not be stopped because you are “feeling better,” nor should you ever 
take more than has been prescribed, believing that “if so much is good, more will be  
better.” 
2.  To help keep track of the medicine schedule, you can use a commercial medicine 
dispenser. 
3.  You might also consider asking a relative or close friend to give you a daily reminder 
call regarding your medicines. Ask your doctor for other suggestions and be sure to 
communicate any problems you experience. 
4.  If you take medicines for chronic illness, it’s wise to carry some form of medical 
identification with you in case of an accident or other emergency. This makes any  
 doctors who treat you aware of your current illness and prescriptions.  
5. A wallet-sized card designed for this purpose can usually be obtained from your local  
 pharmacy. Drug stores and medical supply houses carry identification bracelets and  
 necklaces that serve the same purpose. 
POSITIONING 
SITTING LUMBAR  (BACK) SUPPORT:-To  
help with maintaining upright postures use a pillow or roll  
for back support to help maintain a good sitting position. 
PILLOW SUPPORTING WEAK ARM :-Place  
a pillow underneath the weak arm as near to the shoulder  
as possible to give support. Pillows may be placed under  
both arms if more comfortable or supportive. If the weak 
leg is falling sideways and the foot is not flat on the floor, placing a folded pillow or 
towel inside the armrest of the chair will keep the weak leg in a neutral position and the 
weak foot flat on the floor. 
  
 
 
LYING:-Lying on unaffected side, weak arm as straight as possible on pillow, 
arm supported from shoulder to hand, fingers and thumb as straight as possible. Weak 
leg supported on a\ pillow with the knee slightly bent, do not place anything against the 
sole of the foot. Three pillows crossed supporting head and shoulders down to waist. 
Lying on your back. Pillows crossed as illustrated. Pillows should support the shoulders 
and down to the waist. Head in mid-line position. 
 
PREVENTION OF REOCCURENCE OF ANOTHER STROKE 
Having one or more of these factors doesn‟t mean you will have a stroke. By  
making simple Lifestyle changes, you may be able to reduce the risk of a first or  
recurrent stroke. These simple lifestyle changes can greatly reduce your chance of  
having a stroke: 
     Monitor your blood pressure; if it is high, make  
 sure it is treated. 
     Eat foods low in sodium (salt) and saturated or  
 trans fat 
     Quit smoking.  
     Limit alcohol. 
     Check your cholesterol levels and make sure bad  
 cholesterol is controlled. 
       Manage your diabetes.       
Exercise often. 
      Find out if you have arterial fibrillation (an irregular heartbeat which allows  
 blood to Pool in the heart and cause blood clots). 
      Monitor circulation problems with the help of your doctor.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Stroke Prevention, Treatment and 
Recovery: Basic Information for  
 Stroke survivors 
Strokes can be prevented and treated. This self administered booklet describe how to  
 prevent recurrent 
Stroke and rehabilitation of stroke survivors. These 
Recommendations are based on current research. When the 
Best Practices are followed; the impact of stroke is reduced.  
 Be informed | Be involved | Take action 
  
 
 
 
APPENDICE VI-B 
Mirror Therapy Exercise Schedule 
  
 
 
 
 
Mirror Therapy Exercise Schedule 
 
 
Day Session Mirror therapy exercise completed 
Partially 
completed 
Not completed 
Programme :1  Simple flexion & extension exercise in elbow, wrist and fingers. 
  Inside  the  mirror  box  Outside   the  mirror 
box 
   
1 I Finger 
flexion 
& 
extensio 
n 
1.Palm down flat on table  Palm down flat on 
table 
   
1 2. Palm down flat on table 
then extend the  fingers 
 Palm down flat on 
table  then extend the 
fingers 
   
1 3. Palm down flat on 
table, press down on table 
    
 
 
 
 
 
 
 
 
1  4. Palm down, keep 
fingers straight and only 
bend at the knuckles 
 Palm down, keep the 
fingers flexed 
   
1 5.Palm down, touch 
thumb to index, thumb to 
middle, thumb to ring, and 
thumb to small finger 
    
1  6.Palm down flat on table 
and extend fingers so 
they lift of table 
    
2 II 
Appositi 
on of 
Thumb 
1.Palm down flat on table 
make a lose fist then 
extend fingers 
 Palm down flat on 
table make a lose fist 
then extend fingers 
   
  2.Palm down, stick thumb 
out like sideways thumbs 
up 
 Palm down, bring 
thumb toward ceiling 
(only move thumb, not 
   
 
 
 
 
 
 
 
 
2 & 
Finger 
3.Palm down, and bring 
thumb into fist so fingers 
are around thumb 
 wrist)    
2  4. Palm down, bring thumb 
toward ceiling (only move 
thumb, not wrist) 
    
2  5. Palm up, bring thumb 
toward ceiling (only move 
thumb, not wrist) move 
thumb, not wrist) 
    
3  6. Palm down, make 
thumb clockwise circles 
 Palm down flat on 
table make thumb 
clockwise circles and 
counter-clockwise 
circles 
   
3  7. Palm down, make 
counter-clockwise circles. 
    
4 III 
Flexion 
& 
1.Palm down toward 
ground, extend wrist 
toward ceiling 
 Palm down flat on 
table try to extend 
wrist toward ceiling 
   
 
 
 
 
 
 
 
 
4 extensio 
n of 
wrist 
2. Palm down, flex wrist 
toward ground 
 and toward ground    
4 3. Palm down rotate entire 
forearm clockwise circles 
so thumb is pointing 
toward ceiling 
 Palm down, try to 
rotate entire forearm 
clockwise circles and 
counter clock wise 
circles. 
   
4  4. Palm down rotate 
entire forearm anti 
clockwise circles so 
thumb is pointing toward 
ceiling 
    
4 5. Palm up facing the 
ceiling, rotate entire 
forearm clockwise circles 
    
4 6.Palm up facing the 
ceiling, rotate entire 
forearm anti clockwise 
circles 
    
 
 
 
 
 
 
 
 
5  7.  Palm down, bend wrist 
as far toward small finger 
as possible and tap table, 
bring wrist back to middle 
and tap table, and bring 
wrist to toward thumb and 
tap the table 
 Palm down, try to 
bend wrist as far 
toward small finger as 
possible and tap table, 
bring wrist back to 
middle and tap table, 
and bring wrist to 
toward thumb and tap 
the table 
   
Programme : 2  Execution of motor function 
6 IV 
Pronatio 
n & 
supinatio 
n of fore 
arm 
1. Palm down Placing 
fore arm in neutral 
positioning 
 Palm down try to Place a fore 
arm in neutral positioning 
   
6 V.Reachi 
ng 
2. Palm up Placing fore 
arm in neutral 
positioning 
    
 
 
 
 
 
 
 
 
6  3.Walk with finger to 
reach the  object 
     
6 VI.Grasp Holding an object like 
Water bottle, jug 
 Try to Holding an object and 
Picking up small Buttons 
   
7 VII. 
Grip. 
1. Picking up small 
e.g.Buttons, Nuts, 
    
 2. Picking up different 
weight object e.g.Paper 
weight, paper etc... 
    
  3.squeeze  a ball      
 
 
 
 
 
 
 
 
Programme : III Performing functional task 
8 - 10 VIII Turning a key in lock, 
folding a towel, combing 
a hair, 
 Try to Turning a key in lock, 
folding a towel, combing a hair, 
   
 
Note: 
Above exercise should perform 5 repetition with given rest period of 1 minutes 
Total duration of each session is about 30 minutes followed by 10 minutes of warm up session. 
 
 
 
 
 
 
APPENDICE VI-B 
kpuu;rpfprir gapwrp fhy mlltiz  
 
 
 
 
 
 
 
 
  
ehs;   
mkuT  
kpuu;rpfprir gapwrp gapwrp 
K b e j
J  
g h jp 
apy; 
K b e j
J  
 
K b a t p y
i y  
epforrp 1. : vsp a Koqif>  kzp flL kwWk; tpuyfs;elbgG kwWk; klfFjy; gap wrp 
 f zzh b f F n t sp N a   fzzhbfF 
csNs 
   
1 1.tpuy; 
klqFjy; kwW
k; 
elbgG gapw rp 
1.cssqifia 
rkkhf 
Nki[ap y; guggp  itjJ  
fzzhbia 
ftdpffNtzLk;. 
 1.cssqifia 
rkkhf 
N ki[ ap y; gug gp  itf f  
N t z L k ;  
   
1 2. cssq iff ia r k kh f 
gu g gp 
itjJ  
x t n t h U  tp u y f i s A k; 
caujj NtzLk; 
 2. cssq iff ia r k kh f 
gu g gp 
itjJ vyyh 
tpuyfisAk; 
Kbej msT caujj 
NtzLk; 
   
1 3. cssqif ia r kk hf 
gug gp 
itjJ fNo rkkhf 
mOjj 
NtzLk; . 
    
1 4.  cssq if ia r k kh f 
gu g gp 
itjJ tpuyfis 
Neuhf 
itjJ tpuy;%lil 
k l L k ; ca u j j  N t z L k; . 
 c s s q i f i a  r k k h f  
g u g g p 
itjJ  nkJthf 
tpuyfis 
klff  NtzLk;. 
   
 
 
 
 
 
 
 
 
1  5. cssqifia 
Nki[apy; 
itjJ flil 
tpuyhy; 
Msfhlb tpuy;Nkhjpu tpuy; 
kwWk;RzL tpuyhy;khwwp 
khwwp njhl NtzLk;.. 
     
1 6 cqfsJ 
cssqifia 
Nki[apy itjJ 
nkJthf 
t p u y f i s  K b  j p w f f  
N t z L k ;  
    
2 2.flil 
tpuy; 
elbgG kwWk; 
g a p w r p 
cssqifia fNo 
rkkhf 
guggp tpuyfis tpupjJ 
xdwh f N r u ff N t z Lk; 
 cssqifia fNo 
rkkhf 
guggp tpuyfis tpupjJ 
xdwhf 
N r u ff  N t zL k  
   
2 2.  cssq if ia 
foNeh fFkh W  
itjJ flil 
tp uiy 
gffthlby;tisffN
tzLk; 
 cssqifia fNo 
rkkhf 
g u g g p  f l i l  tp u i y  
n k J t h f  
tisff NtzLk;. 
   
2 3. cssqif a 
klffp 
eLtp y; nfhzLtu kww 
tpuyfs;fll tpuiy 
RwwpapUfFk; 
    
 
 
 
 
 
 
 
 
2  4. cssqifia 
fo; 
NehfFkhW itjJ 
flil 
tp u iy N k yN e h ffp  
i t f f  
NtzLk; . 
     
2 5.cssqifia Nky; 
NehfFkhW itjJ 
flil 
tp u iy N k yN e h ffp  
i t f f  
N t z L k  
    
3 6.  cssq if ia 
foNeh fFkh W  
itj J f b fh u  R owrp  
jp ir ap y; 
RwwTk; 
 cssqifia fNo 
rkkhf 
g u g g p  f l i l  tp u i y  
n k J t h f  
fbfhu kwWk;vjpu;jpirapy; 
Rww NtzLk;. 
   
3 7.  cssq if ia 
foNeh fFkh W  
itjJ fbfhu vjp u; Rowrp 
jpirapy;RwwTk; 
    
3    
4 3.kzpflil 
itjJ 
kwWk; 
elLk;gapwrp 
1.  cssq if ia 
fo; ; ; Neh ffp 
itjJ kzpflil 
Nky;Nehffp 
tisff NtzLk;. 
 cssqifia fNo 
rkkhf 
gu g gp  k zp fl il 
nk Jth f N k y; 
kw Wk; fN o  ti sf f  
N t zL k; . 
   
4 2  cssq if ia 
fo; ; ; N eh f fp 
itjJ kzpflil 
fo;;Nehffp 
tisff NtzLk;. 
    
 
 
 
 
 
 
 
 
4  3. cssqifia fo;;; 
NehfFkhW itjJ 
Kdifia 
fbfhu jpirapy;RwwTk. 
  
 
cssqifia fNo 
itjJ 
Kd;ifia fbfhu 
jpir 
kwWk;vjpu;jpirapy;RwwTk; 
   
 
4 4. cssqifia 
Nky;;; 
NehfFkhW itjJ 
Kdifia 
fbfhu jpirapy;RwwTk. 
    
4 5. cssqifia fo;;; 
NehfFkhW itjJ 
Kdifia 
fbfhu jpirapy;RwwTk. 
    
4 6 cssqifia fo;;; 
NehfFkhW itjJ 
Kdifia 
fbfhu vjpu;jpirapy;RwwTk; 
    
5 7  cssq if ia 
fo; ; ; N eh f fp 
itjJ kzp flil 
tisjJ  
tyJ Gwk> ,lJ Gwk;jpUggp 
Nki[ia jll 
NtzLk;. 
 cs s q i f i a  f o; ; ; N e h f fp 
itjJ kzp flil 
tisjJ  
tyJ Gwk> ,lJ Gwk;jpUggp 
Nki[ia jll 
NtzLk;. 
  
   
 
 
 
 
 
 
 
 
epforrp -2 Nkhllhu;nrayghlil NkkgLjJk;gap wrp      
6 4.Kdifi
a 
tisjJ 
kwWk; 
elLk;gapwrp 
1  cssq if ia 
fo; ; ; N eh f fp 
itjJ Kdifia 
Neuhf 
itffTk;  
 cssqifia fNo 
itjJ 
c q f h s y ; K b e j  m s T  
K d ;  
ifia RwwNtzLk; . 
   
6 2 cssqifia 
Nky; ;;; Nehffp 
itjJ Kdifia 
Neuhf 
itffTk;  
    
6 3 tp uyfshy; eleJ xU  
nghUis neUqFjy; 
    
6 5 . c s s q i f
a h y;  
nghUis 
gwWjy; 
1 . cs s q i f a h y; n g h U i
s  
gwWjy; 
v. fh  j zzu; gh l b y>  
l kg su; 
 mNj gap wrp ia nraa 
NtzLk; 
   
7 6. tp uyfshy; 
nghUis 
gp bjjy; 
1. tpuyfshy;rpwpa 
nghUlfis vLjjy; 
v.fh nghjjhd> elL 
    
7 2.tpuyfshy; NtWgll 
vilAss 
nghUlfis vLjjy; 
v.fh Nggguntapl; 
    
 
 
 
 
 
 
 
 
  3 . cs s q i f a h y; n g h U i
s  
,Wffp  gp bjjy; 
     
epforrp 3 ifap d; nrayghlil 
NkkgLjJk; gap wrp 
     
8  - 1 0 7. ifap d; 
nrayghli
l 
N kkg Ljj y; 
g+lbd;rhtpia itjJ 
jp UFj y; 
Jzil kbjjy;  
jiythUjy; 
 mNj gap wrp ia nraa 
NtzLk; 
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APPENDICE VI-A 
COMPREHENSIVE NURSING REHABILITATION PROGRAMME  
FOR POST ACUTE - STROKE PATIENTS-ENGLISH VERSION 
 
  
 
 
Rehabilitation actually starts in the hospital as soon as possible after the stroke. 
In patients who are stable, rehabilitation may begin within two days after the stroke has 
occurred, and should be continued as necessary after release from the hospital. 
The goal in rehabilitation is to improve function so that the stroke survivor can 
become as independent as possible. This must be accomplished in a way that preserves 
dignity and motivates the survivor to relearn basic skills that the stroke may have taken 
away - skills like eating, dressing and walking. 
Post -acute stroke Rehabilitation 
     Post-acute stroke is defined as the period of time immediately following  
 discharge from acute care. 
     The stroke patient has achieved medical stability and the focus of care now  
 becomes rehabilitation. 
     Stroke rehabilitation following discharge from acute care can be conducted in  
 inpatient rehabilitation hospitals or rehabilitation units in acute care hospitals,  
 nursing facilities, the patient‟s home, or outpatient facilities. Some patient may  
 recover from the acute phase with no need for rehabilitation services 
Background 
     Rehabilitation  based  nursing  intervention  programme  was  developed  by  
 researcher based on the survey conducted on quality of life after stroke among  
 stroke survivor in selected rehabilitation center in Thanjavur  
 city, based on the findings of the survey psychosocial (stress  
 and  poor  coping  ability)  health  is  affected    more  than  
 physical health (motor function & activity of daily living). 
 
Comprehensive Nursing Rehabilitation Programme 
Intervention programme consists of 
1 Basics of stroke and its management 
2 Various  coping  strategies  to  cope  with  stress  and  adaptation  to 
therapy. 
3 Mirror therapy exercise to improve the Upper  limb motor function 
4 ADL training programme by using the self instructional module to 
 
 
 
 
 
 
improve the Functional independence level. 
Objectives 
At the end of this intervention programme the patient will be able to.  
   Learn about basics of stroke and its management 
  Know about the stress which  caused  delayed prognosis of stroke 
  Adapt the situation  according to the patient ability  
  Demonstrate the mirror therapy exercise 
  Improve the quality of life by performing activity of daily living without or with  
 minimal assistant 
 
1. Basics of stroke and its management 
What Is a Stroke? 
Stroke is a medical emergency and a leading cause of death .It  
occurs when a blood vessel in the brain bursts or, more commonly,  
when a blockage develops. Without treatment, cells in the brain  
quickly begin to die. The result can be serious disability or death. 
Risk Factors: 
•   High blood pressure 
•   High cholesterol 
•   Diabetes 
•   Obesity 
•   Smoking 
•   Getting too little exercise 
•   Heavy use of alcohol 
Eating too much fat and cholesterol can lead to arteries that are narrowed by  
plaque. 
Too much salt may contribute to high blood pressure.  
 And too many calories can lead to obesity.  
Risk Factors You Can't Control 
Older age 
Family history of strokes. 
Men being more likely to have a stroke. 
 
 
 
 
 
 
2.1.3. What Causes a Stroke? 
Atherosclerosis -- hardening of the arteries. Plaque made of fat, cholesterol, 
substances builds up in the arteries, leaving less space for blood to flow.  
 A blood clot may lodge in this narrow space and cause an ischemic stroke.  
 Hemorrhagic strokes often result from uncontrolled high blood pressure that 
causes a weakened artery to burst. 
2.1.4. Types of stroke 
Ischemic Stroke 
The most common type of stroke is known as an  
ischemic stroke. Nearly nine out of 10 strokes fall into  
this category. 
Hemorrhagic Stroke 
Hemorrhagic strokes are less common but far more 
likely to be fatal. They occur when a weakened blood 
vessel in the brain bursts. The result is bleeding inside 
the brain that can be difficult to stop. 
'Mini-Stroke' (TIA) 
A transient ischemic attack, often called a "mini- 
stroke,". Blood flow is temporarily impaired to part of 
the brain, causing symptoms similar to an actual stroke. When the blood flows again, 
the symptoms disappear. A TIA is a warning sign that a stroke may happen soon. 
2.1.5. Stroke Symptoms 
Signs of a stroke may include: 
•   Sudden numbness or weakness of the body, especially  
 on one side. 
•   Sudden vision changes in one or both eyes, or difficulty  
 swallowing. 
•   Sudden, severe headache with unknown cause. 
•   Sudden problems with dizziness, walking, or balance. 
•   Sudden confusion, difficulty speaking or understanding  
 others. 
•   Call 911 immediately if you notice any of these symptoms. 
 
 
 
 
 
 
The F.A.S.T. test helps spot symptoms. It stands for: 
•   Face. Ask for a smile. Does one side droop? 
•   Arms. When raised, does one side drift down? 
•   Speech. Can the person repeat a simple sentence? Does  
 he or she have trouble or slur words? 
•   Time. Time is critical. Call 911 immediately if any symptoms are present.  
 Stroke: Time = Brain Damage 
Every second counts when seeking treatment for a stroke. When deprived of  
oxygen, brain cells begin dying within minutes. There are clot-busting drugs that  
can curb brain damage, but they have to be used within three hours of the initial  
stroke symptoms. Once brain tissue has died, the body parts controlled by that area  
won't work properly. This is why stroke is a top cause of long-term disability. 
 
Diagnosing a Stroke 
When someone with stroke symptoms arrives in the  
ER, the first step is to determine which type of stroke is  
occurring. There are two main types, and they are not  
treated the same way. A CT scan can help doctors  
determine whether the symptoms are coming from a  
blocked blood vessel or a bleeding one. Additional tests  
may also be used to find the location of a blood clot or  
bleeding within the brain. 
 
Stroke: Emergency Treatment 
For an ischemic stroke, emergency treatment focuses on medicine to restore  
blood flow. A clot-busting medication is highly effective at dissolving clots and  
minimizing long-term damage, but it must be given within three hours of the onset  
of symptoms. Hemorrhagic strokes are more difficult to manage. Treatment usually  
involves attempting to control high blood pressure, bleeding, and brain swelling. 
 
 
 
 
 
 
Stroke unit 
Definitive therapy is aimed at removing the blockage by breaking the clot down  
(thrombolysis), or by removing it mechanically (thrombectomy). 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.1.8. Stroke Rehabilitation: 
Speech Therapy 
Physical Therapy  
Talk Therapy 
2.1.9. Stroke Prevention:  
Lifestyle 
•   People who have had a stroke or 
TIA can take steps to prevent a recurrence: 
•   Quit smoking. 
•   Exercise and maintain a healthy weight. 
•   Limit alcohol and salt intake. 
•   Eat a healthier diet with more veggies, fish, and  
 whole grains. 
Life after a Stroke 
•   More than half of people who have a stroke regain the ability to take care of  
 themselves.  Those  who  get  clot-busting  drugs  soon  enough  may  recover  
 completely. And those who experience disability can often learn to function  
 independently through therapy. While the risk of a second stroke is higher at  
 first, this risk drops off over time. 
 
 
 
 
 
 
2.Coping strategies 
The positive approach to coping 
1. Don’t bottle things up. Talk to someone you trust. 
2. Stand back. Try to look at the situation with fresh eyes, 
to see the whole picture, not just the problems. 
3. Get another person’s perspective - someone you trust. 
4. Learn  to  relax.  Take  a  relaxation  course,  try  deep 
(abdominal) breathing, learn to meditate, try yoga, tai 
chi or a massage. 
5. Learn to breathe deeply. Breathing correctly is central to stress reduction. A stressed 
person tends to take shallow breaths - from the chest. Breathing slowly and deeply 
from the diaphragm, using all of the lungs, helps restore calmness. Breathing in this way 
is central to yoga, tai chi, meditation, relaxation, martial arts and so on. 
6. Take time out. Do things you really enjoy. 
7. Develop more skills to give you confidence and energy in coping with unavoidable 
pressures. Take an assertiveness course. 
8. Learn to give honest and clear messages. Learn to say ‘No!’ and not feel guilty. 
9. Find a solution to problems before they become unmanageable. Dealing with conflict is 
not usually easy, so try to find a solution that works for you when you do have to face 
it. 
10. Learn to take responsibility for your own feelings. 
11. Do something to let your feelings out: cry, scream as loud as you can (preferably where 
you cannot be heard!). 
12. Try talking into a tape recorder, then play it back and agree with what you said. 
13. Set limits for yourself and reasonable time limits for others. After a stroke, even simple 
actions may become more difficult and time consuming, so allow extra time. Remember 
to delegate, prioritise, plan and be prepared to compromise. 
14. being physical creates a feeling of wellbeing due to the release of chemicals in the 
body. 
15. Get enough sleep. 
16. Learn to say “No”. Do not overload yourself with commitments 
 
 
 
 
 
 
17. Eating fresh foods and a balanced diet is also important to keep healthy. Try to avoid 
too much of those foods that cause tension and stress, such as coffee, tea, chocolate 
and soft drinks. 
18. Remember to value exercise and a healthy diet. As well as helping keep you fit, exercise 
is a good way to work off tension 
19. Recognise your own strengths and weaknesses, as well as those of other people. 
20. Learn to accept what you cannot change. 
21. Try humour. Laughter reduces stress and tension 
 
 
3. Mirror therapy 
Mirror therapy is a non  - invasive physical rehabilitation  
measure which uses a mirror illusion to improve the motor function 
 
HOW MIRROR THERAPY WORKS 
A diagrammatic explanation of the mirror box. The patient 
places the good limb into one side of the box (in this case the right  
hand) and the affected  limb into the other side. Due to the mirror, the patient sees a  
reflection of the good hand where the missing limb would be (indicated in lower  
contrast).. 
The patient thus receives artificial visual feedback that the "affected " limb is now 
moving when they move the good hand 
 
GOALS OF MIRROR THERAPY 
1. Improving   motor   function   and 
ADLs 
2. Reducing pain 
3. Reducing neglect 
4. Reducing sensory impairment 
5. Increase ROM 
6. Increase function 
7. Increase perception (neglect, inattention, awareness) 
8. Increase cortical reorganization of the brain 
9. Increase processing speed 
 
 
 
 
 
 
10. Increase strength 
11. Improve a lack or change in sensation 
12. Decrease apraxia 
13. Decrease pain 
14. Increase coordination 
 
PROCEDURE 
1. Take a standard mirror box size of 30X30 Size standing mirror 
2. Sit comfortably and Place the mirror across the midline of the body, so that the 
paralysed site is hidden behind the mirror. 
3.  Place both your arms on the table one on either side of the mirror. The mirror 
side (where you can see the reflection of your arm) is placed so that you see your  
stronger arm .In this way, the brain instructs the information that no paralyzes  
has occurred. 
4.  Perform gentle movements while looking in the mirror for 20-25 minutes daily. 
 
 
GENERAL INSTRUCTIONS 
1. Presuming there is no jewellery on the affected side, remove wrist watches and 
rings.  Try to make a total illusion. 
2. Be guided by a clinician who understands brain function 
3. Depending on the pain and disability state, decide on an appropriate activity(ies)  
4. In general, the more severe the problem (eg. Severe Complex Regional Pain 
Syndrome), small movements, performed often, may be more appropriate. 
4.  Feel comfortable with the selected movements(s)‟, ie. „Conquer the movement‟. 
Before progressing to a more challenging movement. 
5.  You should always practice below your pain threshold. Neither during practice  
nor afterwards. 
6.  Mirror therapy is more likely to be successful if you practice regularly. You 
should therefore try to perform your mirror therapy exercises at least once a day 
for at least 10 minutes. 
7.  When starting with mirror therapy you should perform your exercises in a quiet  
surrounding to avoid distraction as much as possible. 
 
 
 
 
 
 
8. The affected body side / limb should be hidden by the mirror while you are  
practicing. 
9. It is essential that you concentrate on your arm or leg in the mirror during the  
entire time you are practicing. 
10. Try to avoid looking at your non-affected limb during practice. 
11. Perform the movements slowly and with focus. The longer the symptoms have 
been existing, the slower you should proceed. 
12.  Use a log to record your exercise progress: How often and for how long have 
you performed which exercises? 
13.  Once you feel comfortable with a movement, try and perform it in a different 
context. For example, do it with a song in your head or with altered emotions by  
thinking of something good or bad. Overall, you will need to repeat movements,  
grade the movements and then context enriching the movements for best neuron  
health. 
14.  Try to imagine that the reflection of your non-affected limb in the mirror 
actually is your affected limb. In most cases the exercises will be more 
beneficial the more vivid or realistic your imagination is. 
15.  Take care. If the hand in the box hurts or sweats, you may have taken the brain. 
Exercises too far even though the hand has not been moved. 
16. Move the painful hand in the box to the point where it starts to hurt a little and  
 
then. Move the good hand which is outside the box a little bit further. 
 
 
 
 
 
 
 
 
4.ADL TRAINING 
 
 
 NUTRITION 
 DRESSING & GROOMING 
 ORAL HYGIENE 
 BOWEL AND BLADDER CONTINENCE 
 COMMUNICATION 
 VISION 
 MEDICATION 
 POSITIONING 
 PREVENTION\ 
1. NUTRITION 
1. Eat the biggest meal early in the day when you have energy; 
keep the last meal of the day simple. 
2.  Special utensils can help if your arms and hands are impaired. 
These include flatware with built-up handles, which are easier  
to grasp, rocker knives for cutting food with one hand, and  
attachable rings that keep food from being pushed off the plate  
accidentally. Rubberized pads under the plate help keep it from  
sliding. These devices are available through medical supply  
houses 
3. If trouble swallowing, you may need to be observed while eating so that you do not 
choke. 
4. Choose soft foods. Tougher foods should be cut into small pieces or pureed. 
5. Your beverages may need to be thickened to keep them from going down the wrong 
way. Natural thickeners include tapioca, flour, instant potato flakes, oats and matzo  
meal. 
6.  If you are unable to obtain adequate nutrition by mouth, a dietician can suggest 
dietary supplements or alternative means of food preparation and eating. 
7.  Consult with a speech and language therapist for additional help with swallowing 
problems. 
 
 
 
 
 
 
8. Regular oral hygiene care is important for maintaining good health and for reducing 
the risk of serious illnesses such as pneumonia. Make sure that your mouth is kept 
thoroughly clean, 
9. Including the tongue, roof of the mouth and dentures. Clean your mouth after every 
meal. A dry mouth can lead to increased concentration of harmful oral bacteria. If your 
mouth is dry, 
10. you can moisten it every few hours using a damp swab or a small amount a water mist 
11. sprayed from an atomizer. If you have decayed teeth, see your dentist. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. DRESSING & GROOMING 
1. Avoid tight-fitting sleeves, arm holes, pant legs and waistlines; as well as 
clothes that must be put on over the head. 
2. Wear clothes that fasten in front. 
3. Replace buttons and zippers with Velcro fasteners. 
4. Substitute a cape for a coat and Velcro closures on shoes 
for laces. 
5.  Avoid shoes that stick to the floor (eg, crepe-soled shoes); 
they could possibly cause a fall. 
6.  Certain   devices   can   aid   in   dressing   and   grooming,  
including a mirror that hangs around your neck, a long- 
handled shoehorn or a device to help pull on stockings.  
These and similar items can be found in medical supply  
houses. 
7.  Having a systematic approach can make it easier to get dressed. Clothing for the 
day should be laid out before beginning to dress. You should be safely seated 
  
 
 
and permitted to dress yourself to the extent possible. Enough time should be 
allowed for dressing. 
 
 
4. ORAL HYGIENE 
1. Regular oral hygiene care is important for maintaining good health and for reducing 
the risk of serious illnesses such as pneumonia. Make sure that your mouth is kept 
thoroughly clean, including the tongue, roof of the mouth and dentures. 
2. Clean your mouth after every meal. 
3. A dry mouth can lead to increased concentration of harmful oral bacteria. If your 
mouth is dry, you can moisten it every few hours using a damp swab or a small amount 
a water mist sprayed from an atomizer. If you have decayed teeth, see your dentist. 
 
 
4. BOWEL AND BLADDER CONTINENCE 
1. Set up a regular toileting schedule, perhaps every two hours throughout the day. 
Also try to use the bathroom immediately after meals. This system can often  
improve bowel and bladder function. 
2. In the bathroom, use a raised toilet seat. 
3. Install grab bars in the bathroom to make it easier to get on and off the toilet. 
4. Stool softeners, mild laxatives, suppositories or small enemas (available in drug 
stores), as well as diet, can aid in bowel function and help to avoid constipation  
or impaction. 
5. Have a ready supply of disposable or washable bed pads and underclothing, 
which are commonly available in drug stores and medical supply houses. 
6. If getting to the bathroom during the night is a problem, it may be helpful to: 
7. Avoid fluids for two or three hours before bedtime. 
8. Use a bed5side commode or urinal if you have difficulty getting out of bed. 
9. Place your walker or cane near the bed for easy access. 
10. Leave a light on at night. 
11. Place a bell on the night table that can be used to waken a caregiver if needed 
5. COMMUNICATION 
1. Use props to make conversation easier (photos, maps). 
2. Draw or write things down on paper. 
 
 
 
 
 
 
3. Take your time. Make phone calls or try talking to people only when you have  
plenty of time. 
4. Show people what works best for you 
5. Stay calm. Take one idea at a time. 
6. Create a communication book that includes words, pictures and symbols that are 
helpful to you. 
7. The Internet can be used to talk to people via email or to create a personal web  
page for yourself. 
 
 
5. VISION 
1. Make sure the person is wearing their glasses if they would usually use them for 
the task 
2. Glasses may need to be brought in from home, if in hospital 
3. Make an onward referral if in doubt as to suitability of glasses 
4. Type of lens may longer be suitable if the person cannot use head to achieve  
viewing position (e.g. Varifocals) 
5. Increase Contrast 
     Use a contrasting background behind objects 
     Can impact on vision, search, attention, figure ground discrimination and  
 more 
     Colored tape on light fittings 
     Distracting or “busy” backgrounds can also cause difficulty 
6. Let there be light 
     Provide additional illumination for the task, but ... consider glare and  
 shadows 
     Position yourself and the person carefully in relation to the light  
     An angle-adjustable desktop lamp is ideal for tabletop tasks…but rare in  
 reality! 
4. Organize the environment to avoid clutter 
     Keep work surfaces tidy, encourage patient‟s and their family‟s to keep  
 their areas clear 
     Ensure ward ensuites are clear and not being used as storage areas  
 
 
 
 
 
 
 
8. MEDICATION 
Medicines should be taken in the prescribed dose at the scheduled time, including 
weekends and holidays. If there are instructions to take a drug over a period of time, the 
prescription should be followed . 
 
1.  Medicine should not be stopped because you are “feeling better,” nor should you ever 
take more than has been prescribed, believing that “if so much is good, more will be  
better.” 
2.  To help keep track of the medicine schedule, you can use a commercial medicine 
dispenser. 
3.  You might also consider asking a relative or close friend to give you a daily reminder 
call regarding your medicines. Ask your doctor for other suggestions and be sure to 
communicate any problems you experience. 
4.  If you take medicines for chronic illness, it’s wise to carry some form of medical 
identification with you in case of an accident or other emergency. This makes any  
 doctors who treat you aware of your current illness and prescriptions.  
5. A wallet-sized card designed for this purpose can usually be obtained from your local  
 pharmacy. Drug stores and medical supply houses carry identification bracelets and  
 necklaces that serve the same purpose. 
POSITIONING 
SITTING LUMBAR  (BACK) SUPPORT:-To  
help with maintaining upright postures use a pillow or roll  
for back support to help maintain a good sitting position. 
PILLOW SUPPORTING WEAK ARM :-Place  
a pillow underneath the weak arm as near to the shoulder  
as possible to give support. Pillows may be placed under  
both arms if more comfortable or supportive. If the weak  
leg is falling sideways and the foot is not flat on the floor, placing a folded pillow or 
towel inside the armrest of the chair will keep the weak leg in a neutral position and the 
weak foot flat on the floor. 
  
 
 
LYING:-Lying on unaffected side, weak arm as straight as possible on pillow, 
arm supported from shoulder to hand, fingers and thumb as straight as possible. Weak 
leg supported on a\ pillow with the knee slightly bent, do not place anything against the 
sole of the foot. Three pillows crossed supporting head and shoulders down to waist. 
Lying on your back. Pillows crossed as illustrated. Pillows should support the shoulders 
and down to the waist. Head in mid-line position. 
 
PREVENTION OF REOCCURENCE OF ANOTHER STROKE 
Having one or more of these factors doesn‟t mean you will have a stroke. By  
making simple Lifestyle changes, you may be able to reduce the risk of a first or  
recurrent stroke. These simple lifestyle changes can greatly reduce your chance of  
having a stroke: 
     Monitor your blood pressure; if it is high, make  
 sure it is treated. 
     Eat foods low in sodium (salt) and saturated or  
 trans fat 
     Quit smoking.  
     Limit alcohol. 
     Check your cholesterol levels and make sure bad  
 cholesterol is controlled. 
       Manage your diabetes.       
Exercise often. 
      Find out if you have arterial fibrillation (an irregular heartbeat which allows  
 blood to Pool in the heart and cause blood clots). 
      Monitor circulation problems with the help of your doctor.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Stroke Prevention, Treatment and 
Recovery: Basic Information for  
 Stroke survivors 
Strokes can be prevented and treated. This self administered booklet describe how to  
 prevent recurrent 
Stroke and rehabilitation of stroke survivors. These 
Recommendations are based on current research. When the 
Best Practices are followed; the impact of stroke is reduced.  
 Be informed | Be involved | Take action 
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ABSTRACT:
Background: Home care is a form of health care services provided where a patient lives. Patient can relieve
home care services whether they live in their own homes, with or without family members, or in an assisted
living faculty.
Objectives: To assess the effectiveness of self-information leaflet on home care management of stroke among
care givers.
Design: A one group pretest and posttest Pre experimental design was adopted for the study.
Setting: The study was conducted in Kumbakonam headquarters hospital.
Participants:30 stroke care givers with fulfilling the inclusion criteria were selected by purposive sampling.
Methods: A pre-test was conducted by using knowledge questionnaire related to home care management of
stroke. Immediately after pre test self-information leaflet was given to the care givers to read about the self-
information leaflet and 2nd day post test was conducted to assess the effectiveness of self-information leaflet.
Collected data was analysed by using descriptive and inferential statistics.
Results:In pretest, the mean score of the sample was 6.63 and the posttest mean score was 23.34 with Paired’
value of 21.82. This showed that the self-information leaflet was effective in enhancing the knowledge of the
stroke care givers regarding home care management of stroke there was a statistically significant association
found between the post test scores of the sample with their educational status.
Conclusion: The findings imply the need for educating care givers is effective way to improve the quality of life
of stroke patients. Education should be extended to parents and school peer leaders to address the reproductive
health needs of adolescents.
KEYWORDS: Effectiveness, Home care management, Care givers.
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INTRODUCTION:
A cerebro vascular accident (CVA).stroke is a global
health problem. It is the second commonest cause of
death and 4th leading cause of disability worldwide
(strong 2007). Stroke, like other chronic disease imposes
economic burden that India lost 8-7 billion international
dollars in 2005 to Cardio Vascular Disorder, stroke and
DM. This is lately to increase 54 billion international
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dollars by 2015. It is estimated that India growth of gross
domestic product may fall by 1%become of the
combined economic impact CVD, stroke and DM
Stroke can be caused by either too little blood to the
brain, a ischemic stroke, or too much blood in the skull.
A hemorrhagic stroke those who survive a stroke can
experience permanent disability including motor
dysfunction such as hemiparesis motor weakness occur
on one side of the body the area that suffer damage and
the extent of that damage will depend on which area of
brain was damaged.
Person with hemiparesis experience difficulty carrying
of many activity of daily living due to the muscle
weakness, disability, associated with stroke significantly
interfere the quality of life. Social support with patient to
with social support system, including home environment,
family and partners.
Stroke would be counted as the most common reason of
paralysis. It is the situation in which certain part of the
brain stop functioning properly, sometimes causing long-
lasting or even permanent damage. Because specific area
of the brain control certain muscles in the body.
Smaller strokes may result in minor problems, such as
weakness in an arm or leg. Larger strokes may lead to
paralysis or death. Many stroke patient are left with
weakness on one side of the body, aphasia, incontinence,
and bladder problems.(Crost 2009).
The effects of a stroke, which can lead to paralysis,
weakness, lack of balance and coordination and
difficulty with speech and thinking, usually prevent
patients from being able to care for themselves. In many
kinds of situations, stroke patients require assistance
from professional home health aides, relatives and
friends. Those preparing to take the role of caregiver
should familiarize themselves with the steps necessary
for creating a physical and social environment that will
promote the patient's recovery and safety. (Nikolai
2012.)
There are many benefits of having a loved one cared for
in the patients‟ own home instead of care being provided
in a nursing care facility or a group home. Most elderly
people are cared for at home by a primary caregiver such
as a spouse, child or friend in combination with the
assistance of a home care agency. In the process of home
care, it will be assured that individuals are screened and
qualified to enter the home and are provided directed
care (Boehlke 2009).
Our project work aim at finding out and describing how
to provide treatment to stroke patient in home care.
During the period of practical training at an elderly care
institution use came across a lot of partly long term bed
ridden elderly people, where health had rapidly
deteriorated.
Therefore, after their hospitalization ends, the family
careers should offers more comprehensive home care for
patient in order to promote their recovery.
Bhaswara (2012) Leaflet is for delivering useful,
reusable information. Leaflet may seem suitable for
audiences who do not read much or well. Well written
material will always enable people to make more
informal judgment quickly. Furthermore as people can
take your leaflet home with them, it means they have
more time to absorb to your message and to keep a
visual reminder of it. Instead aim for clarity, strong
argument an quality. When designed a leaflet you
expressing yourself not only with words but also with
pictures and graphics.
STATEMENT OF THE PROBLEM:
A study to assess the effectiveness of self-information
leaflet on home care management of stroke among stroke
care givers in government headquarters hospital at
Kumbakonam.
OBJECTIVES:
 To assess the knowledge on home care management
of stroke among care givers.
 To assess the effectiveness of self-information
leaflet.
 To associate posttest knowledge score with certain
demographic variables like age, gender, education,
occupation, income.
RESEARCH HYPOTHESIS:
H1 :There is significant difference between pre and post
test knowledge scores of the care givers regarding
homecare management of stroke.
H2 :There is significant association between post test
scores and selected demographic variables
THEORETICAL FRAMEWORK:
Modified Wiedenbach’s prescriptive Theory–“A Helping
Art of Clinical Nursing”.
METHODOLOGY:
Research Approach: Evaluative Approach
Design: Pre Experimental Design (One Group Pre and
Posttest only design)
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Setting: Government Head Quarters Hospital,
Kumbakonam
Population: Stroke care givers
Sample Size: 30 stroke care givers
Sampling Technique: Purposive Sampling Technique
Sample Inclusion criteria:
Those who are care giver of the stroke survivor.
Able to read and write in tamil.
Method of data collection:
 Structured Interview Schedule to assess the
knowledge
 Self Information  leaflet on homecare management of
stroke for teaching
Data collection Procedure:
 Pretest was conducted by using structured Interview
Schedule to assess the knowledge
 Immediately after pretest , Self Information leaflet
was given to the care givers to read about the home
care management of stroke
 2nd day, post test was conducted by using same
structured Interview Schedule to assess the
knowledge
Validity and Reliability:
 Split –half method was used to find the reliability of
the Interview Schedule
 Test – Retest method was used to find out the
reliability of the Self-instructional module
Plan for data analysis:
Descriptive Statistics: Percentage, Mean and Standard
deviation.
Inferential Statistics: Paried ‘t’ test and Chi - Square test.
FINDINGS:
Section A: Most (66.6%) of the care givers were in the
age group of above 50 years. However 80 % of the care
givers were male 50.45% of them had primary
education, 33% of the care givers were income with Rs
10000-20000 /- 80% of care givers were spouse for the
patient, 65.6 % of them  domicile were rural area.
Section B: mean post test knowledge score of care
givers found significantly higher (16.94) than their mean
pretest knowledge score (7.46) as evident from‘t’ value
= 2.306 p < 0.01 level. This suggested that the Self
Information leaflet was effective and it increased the
knowledge of care givers on homecare management.
Comparison of Mean, SD and Mean percentage of Pre and Post test knowledge scores
Variable Pre test Post test Mean difference Paired ‘t’ test ‘P’ Value
M SD M SD
Knowledge 7.46 1.791 16.94 2.323 9.48 2.306 <0.01*
Section C: Association of post test scores with certain
demographic variables such as age, gender, income,
education relation to the patient It shows that there is no
significant association between demographic variables
(age, gender, relation to the patient and domicile) with
posttest knowledge score p value is (0.367 and 0.444)
which was not significant. There is a significant
association present between income and education with
posttest knowledge score which is significant at p <
(0.010).
CONCLUSION:
 Prior to implementation of Self Information leaflet,
caregivers had inadequate knowledge on homecare
management the effectiveness was evaluated by post
test scores; the mean knowledge score had improved
from 7.46 to 16.94 after implementation of Self
Information leaflet. It shoes that Self Information
leaflet. Was effective.
 Highly significant association was found between pre
and posttest knowledge scores
 Significant association was found between posttest
knowledge scores with income and education.
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ABSTRACT:
Background: A Cerebral Vascular Accident (CVA) or stroke is a global health problem. It is the second
commonest cause of death and fourth leading cause of disability worldwide. Objectives: Assess the
effectiveness of Comprehensive Nursing Rehabilitation Programme on Improving the Quality Of Life among
Patient with Post - Acute Stroke Design: Non randomized quasi experimental post test only with control group
design was adopted for the study. Setting: post acute ischemic stroke patient admitted in KSDC and Meenakshi
hospitals Thanjavur. Participants: 20 (10+10) Patients with post acute ischemic stroke fulfilling the inclusion
criteria were selected by purposive sampling technique. Methods: Immediately after collection of baseline data,
Comprehensive Nursing Rehabilitation Programme was given 5 days in a week for 2 weeks and post test was
conducted at end of the 2nd week and 4th week by using coping inventory, ARAT scale, ADL Compliance
checklist and SS-QOL Scale to assess the effectiveness of treatment. Collected data was analysed by using
descriptive and inferential statistics. Results: In posttest, the mean score of the psychosocial aspect of quality of
life in experimental group sample was 54.05 (SD= 9.612) and the control group mean score was 38.06 (SD =
5.330) with unpaired t test value of 8.599. , the mean score of the physical aspect of quality of life in
experimental group sample was 59.08 (SD= 9.080) and the control group mean score was 40.04 (SD = 4.788)
with unpaired t test ‘value of 5.908. This showed that the comprehensive nursing rehabilitation programme was
effective in enhancing the quality of life of post acute stroke patients  . There was significant association found
between clinical variables of Severity of stroke, time since stroke and Compliance on treatment with quality of
life in both groups. Conclusion: The study showed the feasibility and effectiveness of comprehensive nursing
rehabilitation programme to enhance the quality of life among post acute stroke patients.
KEYWORDS: Effectiveness, Comprehensive Nursing Rehabilitation Programme, post acute ischemic stroke
patients.
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INTRODUCTION:
A Cerebral Vascular Accident (CVA) or stroke is a
global health problem. It is the second commonest cause
of death and fourth leading cause of disability worldwide
(Strong 2007).Stroke is defined  as ‘the rapidly
developing clinical symptoms and/or signs of focal
disturbance of cerebral function, with symptoms lasting
more than 24 hours or leading to death with no apparent
cause other than that of vascular origin.’ (WHO).Stroke
is one of the most common devastating disorders. It
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causes nearly 5 million deaths each year in the world.
Stroke is the leading cause of disability in adults. Stroke
affects 0.25% of entire population. According to World
Health Organization 15 million peoples suffer stroke
worldwide each year, of these, 5 millions are
permanently disabled. Stroke is the 3rd largest killer in
India. Incidence of stroke in India is around 130 per 10,
0000 people every year.
Improving quality of life of stroke patient is an ongoing
challenge for health care providers and the government.
In India the prevalence mortality rate and healthcare cost
of stroke have dramatically increased. There is a need
for a research to develop comprehensive nursing
rehabilitation programme to improve the quality of life
of patient with stroke. The approach used for this study
was to develop an intervention that would improve the
quality of life of the patient with stroke. This CNRP
evaluated by SS-QOL scale 2 month follow up post test
design was used to evaluate the effectiveness of
intervention
PROBLEM STATEMENT:
A Study to Assess the Effectiveness of Comprehensive
Nursing Rehabilitation Programme on Improving the
Quality Of Life among Patient with Post - Acute Stroke
Admitted In Neuro Specialty Hospitals at Thanjavur
City.
Primary Objectives:
1) To assess the quality of life after the
Comprehensive Nursing Rehabilitation Programme
(CNRP) among patients with Post acute stroke in
experimental and control group.
2) To determine the effectiveness of Comprehensive
Nursing Rehabilitation Programme (CNRP) on
quality of life among patients with Post acute
stroke in experimental and control group.
3) To find out the relationship among coping ability,
upper limb motor function, compliance with ADL
strategies to improve the quality of life among
patients with Post acute stroke in experimental and
control group.
4) To find out the association between post test scores
of coping ability, upper motor function, compliance
with ADL strategies and quality of life with their
selected demographic and clinical variable of post
acute stroke patient in experimental and control
group.
Secondary Objectives:
1) To determine the effectiveness of Comprehensive
Nursing Rehabilitation Programme (CNRP) on
coping ability among patients with Post acute
stroke in experimental and control group.
2) To determine the effectiveness of Comprehensive
Nursing Rehabilitation Programme (CNRP) on
upper limb motor function among patients with
Post acute stroke in experimental and control
group.
3) To determine the effectiveness of Comprehensive
Nursing Rehabilitation Programme (CNRP) on
compliance with ADL strategies among patients
with Post acute stroke in experimental and control
group.
Primary Hypotheses
H1: There is a significant difference in quality of life
between patients with post-acute stroke those who
undergo CNRP and those who do not.
H2: There is a significant relationship among coping
ability, upper motor function, ADL compliance and
Quality of life of Post acute stroke patients in
experimental and control group.
H3: There is an significant association between quality
of life and selected demographic and clinical
variable of the Post acute stroke patient in
experimental and control group.
Secondary Hypotheses
H1: There is a significant difference in coping ability
among patients with Post acute stroke those who
undergo CNRP and those who do not.
H2: There is a significant difference in upper limb
motor function among patients with Post acute
stroke those who undergo CNRP and those who do
not.
H3: There is a significant difference in compliance with
ADL strategies function among patients with Post
acute stroke those who undergo CNRP and those
who do not.
REVIEW OF LITERATURE:
The review of literature is discussed under the following
headings
1. Study Related to Coping with Stroke :
Robinson-Smith G, Harmer C (2015) Conducted A Pilot
Intervention Study on Coping after Stroke on  psycho
educational intervention (PEI) to expand coping skills
and identify themes for focused nursing strategies to
assist post stroke patients. The study findings shows that
significant increase occurred in experimental group
stroke survivors in coping by oneself and quality of life;
depressive symptoms decreased. Significant increase in
positive dyadic coping occurred for experimental group
spouses. PEI intervention generated a major theme.
Nurse-initiated cognitive coping intervention was
supported by experimental group's elements.
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2. Study Related To Mirror Therapy Brunetti M,,
Morkisch N (2015) Conducted a pilot study on Potential
determinants of efficacy of mirror therapy in stroke
patients. Mirror therapy (MT) was found to improve
motor function after stroke. However, there is high
variability between patients regarding motor recovery.
The study results showed that Six out of eleven patients
were defined as responders and five as non-responders
on the basis of their functional motor improvement. The
initial motor function and the activity shift in both
precunei (mirror index) were found to discriminate
significantly between responders and non-responders. In
line with earlier results, initial motor function was
confirmed as crucial determinant of motor recovery.
Additionally, activity response to the mirror illusion in
both precunei was found to be a candidate for
determination of the efficacy of MT.
3. Study Related To ADL Strategies Ranner M, von
Koch L (2015) conducted a randomized controlled trial
evaluating the effect of client-centered activities in daily
living intervention (CADL).the study results showed that
Sharing was the core category showing how the OTs
helped their clients to achieve agency in daily activities.
Through sharing the situation the OTs strove to obtain an
empathetic understanding of the clients' lived experience
throughout the whole intervention process in order to
enable the clients' ownership of their daily activities.
Conclusion: The continuity of sharing seems to be the
key for a gradual increase in agency. The approach of
sharing should preferably be applied by all members of
the interprofessional team, including the client and
significant others.
4. Study Related To Quality of Life
Bonner B, Pillai R, (2015) conducted a study on Factors
predictive of return to work after stroke in patients with
mild-moderate disability in India found that amongst
patients with mild to moderate disability after stroke,
almost half do not return to work, and this is determined
by functional disability and type of job rather than
psychosocial factors.
METHODOLOGY:
Research Approach: Quantitative evaluation approach
Research Design: Quasi experimental design used for
the present study
Setting of the Study: The study is conducted in KSDC
hospitals in Thanjavur (for Experimental group) and
Meenakshi Multi-Specialty Hospital (for Control group).
Target Population: Post - Acute stroke patients present
during the study in Thanjavur city.
Accessible Population: Post - Acute stroke patients
admitted in KSDC hospitals and Meenakshi Hospital
Thanjavur.
Sample Size: 10 samples for each group in pilot study
Sampling Technique: Purposive sampling technique.
Research Variable:
Independent Variable: Comprehensive Nursing Reha-
bilitation Programme (CNRP)
Dependent Variable: Quality of life
Other Variables: Motor function, coping ability and
ADL demonstrated by the participants.
Extraneous Variable: Method of teaching, clinical
exposure, interest of patient during teaching, peer group
influence and other literature
Development Of Tool: There are five sections tools
were used. They are;
Section A: Part I- Basic information about patient
Demographic Variables it consists of 10 items and Part -
II clinical information about patient by Clinical data it
consists of 10 items and modified NIHSS (10 items)
Section B: coping strategies inventory Scoring: 1-15
No coping, 16 – 30 little coping 31 – 45 some coping 46
– 60 much coping,– 75 very much coping
Section C: ADL Compliance Checklist Scoring:
Score up to 33.33 Percentile (40) - Non compliant Score
33.34 – 66.66 percentiles (41-80) - Partially Compliant
Above 66.66 percentile (> 81) – Compliant
Section D: ARAT scale to measure the hand
functioning after mirror therapy. Based on the
percentage of scores the levels of hand functioning were
graded in three categories. They are “poor”, “fair”,
“very” good” .
Section E: This section consists of modified SS – QOL
scale to assess the physical and psychosocial outcome
after stroke. Based on the percentage of scores quality of
life were graded in four categories. They are “poor”,
“fair”, “good” “very good”.
Data collection Procedure:
 Baseline data was collected by using demographic,
clinical variable and NIHSS  validated tools
 Implementing the Comprehensive Nursing
Rehabilitation Programme through appropriate
audio visual aids to the experimental group. It last
for 30 minutes. Daily for two weeks. Number of
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participant per session was ranged from 2-3
subjects per day. At the end of the teaching, Self
Information Booklet also was provided which
contains information on CNRP to the experimental
group.
 Posttest was conducted at the end of 2nd and 4th
weeks. By using coping inventory, ARAT scale,
ADL Compliance checklist and SSQOL Scale to
assess the effectiveness of treatment.
 Same procedure was adopted for the control group
participants except administration of
Comprehensive Nursing Rehabilitation
Programme. Both the groups were received routine
care and treatment from the hospital based on the
protocol. Control group subjects were not withheld
with any of the routine care, Investigator ensured
that similarity in both the group by the means of
treatment except exposure to Comprehensive
Nursing Rehabilitation Programme. Different
settings were taken for control and experimental
group to avoid contamination the study was
conducted.
Validity and Reliability
 The content validity of the demographic variables,
clinical variables and all tools (coping inventory,
RAT Scale, ADL compliance checklist and
SSQOL) was validated in consultation with guide
and field of experts. The tool was modified
according to the suggestions and recommendations
of the experts
 Inter-rater reliability (Cranach’s Alpha) was used to
find out the reliability of the SSQOL Scale  (r1 =
0.97)
Plan for Data Analysis
 Descriptive Statistics : Percentage, Mean and
Standard Deviation
 Inferential Statistics : ‘t’ test and Chi –square test
FINDINGS AND INTERPRETATION:
SECTION I: Frequency and Percentage Distribution
of the Demographic variables of Study Participants
in Experimental and Control Groups (N = 10 + 10)
A comparison of the demographic characteristics of the
study participant in the experimental and control group
showed there were no differences between the groups in
age, domicile, socioeconomic status, and occupation.
There was a significant difference between the groups in
education and income. This indicates that the groups did
not differ in most of the personal characteristics.
I.A. Frequency and Percentage Distribution of the
Clinical variables of Study Participants in
Experimental and Control Groups (N = 10 + 10)
A comparison of the clinical characteristics of the study
participant in the experimental and control group showed
there were no differences between the groups in types of
stroke, Location of lesion, location of disabilities, level
of upper motor function, and severity of stroke time
since stroke and compliance of treatment. There was a
significant difference between the groups in premorbid
condition and associated illness. This indicates that the
groups did not differ in most of the clinical
characteristics.
SECTION II: Distribution of Level of Coping Ability, Upper Limb Motor Function, Compliance with ADL
Strategies and Quality of life of Study Participants in Experimental and Control Group. (N = 10 + 10)
S.NO VARIABLES EXPERIMENTAL GROUP CONTROL GROUP
LEVEL OF COPING
Frequency Percentage Frequency Percentage
1 No coping 4 40
2 Little coping 3 30 5 50
3 Some coping 4 40 1 10
4 Much coping 3 30 - -
5 Very much coping - - - -
LEVELOF UPPERLIMB FUNCTION
Frequency Percentage Frequency Percentage
1 Poor hand function 2 20 6 60
2 Fair hand function 6 60 4 40
3 Good hand function 2 20 - -
LEVEL OF ADL COMPLIANCE
Frequency Percentage Frequency Percentage
1 Non compliance 2 20 6 60
2 Partially compliance 4 40 3 30
3 Compliance 4 40 1 10
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Frequency and Percentage Distribution of quality of life of Study Participants among both the groups (N =
10 + 10)
SECTION – III: Effectiveness of Comprehensive Nursing Rehabilitation Programme (CNRP) on Coping
Ability, Upper Limb Motor Function, Compliance with ADL strategies of Study Participants.
S. No Variables GROUP Mean SD t-Value Significance
1 Coping Control 19.09 6.637
6.449 SExperimental 34.65 9.223
2 Upper Limb Motor
Function
Control 22.44 6.860
9.980
S
Experimental 38.84 7.735
3 ADLComplaince Control 49.55 7.196
6.903
S
Experimental 62.63 3.056
df – 19  (P < 0.05 Significant)
Effectiveness of Comprehensive Nursing Rehabilitation Programme (CNRP) on Quality of Life
S.NO GROUP MEAN SD T - value Significance
Psychosocial Control 38.06 5.330 8.599 s
Experimental 54.05 9.612
Physical Control 40.04 4.788 5.908 s
Experimental 59.08 9.080
df – 36 Table Value = 2.719  (P < 0.05 Significant)
SECTION – IV: Correlation Between Coping Ability, Upper Limb Motor Function and Compliance ADL
Strategies with Quality of Life (Psychosocial Outcome) of Study Participants.
Group Variables Psychosocial Out Come S Physical Out Come S
R  Value P Value R  Value P Value
Control Group Coping Ability Score 0.727 0.010 NS 0.732 0.015 NS
Motor Function Score 0.404 0.124 NS 0.393 0.013 NS
Compliance Score 0.833 0.011 NS 0.829 0.204 NS
Experimental
Group
Coping Ability Score 0.029 0.001 S 0.687 0.014 NS
Motor Function Score 0.071 0.003 S 0.940 0.003 S
Compliance Score 0.013 0.019 NS 0.664 0.002 S
** Significant at 0.01 level
SECTION –V: Description About Association
Between Quality of Life and Demographic Variable
in Experimental and Control Group
In control group there is significant association between
demographic variables of Family support system with
quality of life. In experimental group there is no
significant association between demographic variables
and quality of life
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SECTION –V Description About Association
Between Quality of Life and Clinical Variable in
Experimental and Control Group
In control group there is significant association between
clinical variables of Severity of stroke and Compliance
on treatment with physical outcome quality of life. In
experimental there is no significant association between
clinical variables and quality of life
CONCLUSION:
From the findings it can be concluded that post test score
in experimental group and control group, is 1 (10%) in
control group 4 (40%) in the experimental group had
some coping. 4 (40%) in the control group 6 (60%) in
the experimental group had fair hand function, 1 (10%)
in the control group 4 (40%) in the experimental group
had compliance. Related to psychological outcome 1
(10%) in control group 4 (40%) in the experimental
group had good outcome, Regards to physical 1 (10%) in
the control group 4 (40%) in the experimental group had
good physical outcome, It seems that comprehensive
nursing rehabilitation programme was highly effective
on improving quality of life among post acute ischemic
stroke patients.
1. There was a significant correlation between, motor
function, ADL compliance and quality of life
2. There was significant association between
demographic variables of Family support system
with quality of life in control group
3. There was no significant association between
demographic variables and quality of life in
experimental group.
4. There was significant association between clinical
variables of Severity of stroke and Compliance on
treatment with physical outcome quality of life in
control group.
5. There was significant association between clinical
variables of Severity of stroke, time since stroke
and Compliance on treatment with physical
outcome of quality of life in experimental group.
IMPLICATIONS:
The findings of the study have implication in Nursing
service, Nursing administration and Nursing research.
Nursing Service
Comprehensive nursing rehabilitation programme can be
used by the Nursing professionals who are working in
hospital and clinical settings.
Nursing Education
Nurse educator should encourage the Nursing personnel
to practice the comprehensive nursing rehabilitation
programme in their clinical and community settings.
Nursing Administration
Nurse administer can support the researcher to conduct
the research on various role of nurse in stroke care and
early rehabilitation services in the ICU (transition care).
Nursing Research
The study may be issued for further reference.
Further large scale study can be done in different
settings.
RECOMMENDATION:
 A similar study can be undertaken with a large
sample size for wider generalization
 A comparative study can be conducted among urban
and rural patients
 A comparative study can be conducted among
ischemic and hemorrhagic stroke patients.
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Abstract
Pain is a complex, multifaceted phenomenon. It is an individual, unique experience that may be difficult
for client to describe or explain, procedural pain is an important source of discomfort for client in nursing care
settings. Intramuscular injection is common procedure that nurses frequently carry out which cause pain
and distress. Keeping this in view a study was conducted to assess the effectiveness of cold application prior
to intramuscular injection on the intensity of pain among adults admitted in selected hospitals of the city.
True experimental post test only control design was used for the study.60 adults (30 experimental group and
30 control group) who were selected by using probability simple random sampling technique. Lottery method
was used for the selection of sample. The data was collected by using interview scheduled & modified
numerical pain intensity scale. The comparison of intensity of pain in the experimental group & control
group reveal that the mean difference score of the experimental group was 3.93 & the control group was 6.40.
the calculated ‘t’ value at 2.048 at 5% level of significance. Hence the research hypothesis H1 is accepted, thus
mean that pain was less in experimental group as compared to control group, means cold application was
very effective.
Keywords: Effectiveness; Cold Application; Intramuscular Injection; Intensity; Pain; Adults.
Introduction
Pain is a complex, multifaceted phenomenon. It is
an individual, unique experience that may be difficult
for clients to describe or explain and is often difficult
for others to recognize, understand, and assess. Pain
management challenges every health care team
member, because there is no single, universal
treatment. Procedural pain is an important source of
discomfort for clients in nursing care settings. Among
others, Intramuscular injection is common procedure
that nurses frequently carry out which causes pain
and distress to the recipient. Pain management
during invasive procedure is a challenge to the direct
care providers. Providing pain relief is considered a
most basic human right, so it is the responsibility of
the nurse to use most effective approach to pain
control. Nurses are ethically and legally responsible
for managing pain and reliving suffering. Effective
pain management not only reduces physical
discomfort, but also improves quality of life.
Pain management strategy must be identified to
promote optimal pain relief. Ways to manage the
client’s pain may be pharmacologic or non
pharmacologic including physical and behavioural
measures such as touch, massage, application of heat
and cold, aroma therapy, acupressure/ acupuncture,
relaxation, hypnosis, distraction etc are proved
effective in reducing pain. One of the primary reasons
for cold applications during immediate care as with
acute trauma or in the treatment of chronic trauma or
during physical therapy and rehabilitation is to
decrease or stop pain. Cold therapy is the most widely
used therapeutic treatment for the management of
the acute and chronic musculoskeletal injuries and
pain management. There is clear evidence of the
benefit of cold therapy. Clinical observations leave
no doubt that cold therapy applications are highly
effective in treating, relieving, reducing or stopping
most types of pain.Ice is a therapeutic agent used in
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medicine as an integral part of injury treatment and
rehabilitation. The use of ice pack is widespread
because of their effectiveness, convenience, low cost,
and ease of transportation. Ice packs can be made
with any form of ice; however, 2 commonly used forms
are cubed ice and crushed ice. Ice is believed to help
control pain by inducing local anaesthesia around
the treatment area.
Problem Statement
“A study to assess the effectiveness of cold
application prior to intramuscular injection on the
intensity of pain among adults admitted in selected
hospitals of the city”.
Objectives
1. To assess the intensity of pain after cold
application prior to intramuscular injection
among adults in the experimental group.
2. To assess the intensity of pain after intramuscular
injection among adults in the control group.
3. To compare the intensity of pain after
intramuscular injection among adults in the
experimental group and control group.
4. To find association between the intensity of pain
among adults in experimental group with
selected demographic variables.
Hypothesis
Will be tested at 0.05 level of significance
H
o
: There will be no significant difference in the
intensity of pain caused by intramuscular injection
among adults in the experimental and control group.
H
1
: There will be significant difference in the
intensity of pain caused by intramuscular injection
among adults in the experimental and control group.
Conceptual Framework
Sr.Callista Roy.,  Roy adaptaion model THEORY
Modified Roy adaptation Model.” Was used in
this study.
Research Methodology
Research Approach: a quantitative research
approach was adopted in the study.
Research Design: A true experimental post test only
control design.was used in the study.
Research Setting: The present study was conducted
in selected Hospitals of the city study was conducted
on 60 adults. (30 in experimental group, and 30 in
control group).
Variables
Independent Variables
The independent variable in this study is Cold
application.
Dependent Variables
The dependent variable in this study is Intensity
of pain.
Population
All adults who are receiving intramuscular
injection.
Accessible Population
Admitted adults who is receiving intramuscular
injection in the medical, surgical & orthopedics
ward.
Sample: Sample consisted of 60 adults who are
admitted in the medical, surgical & orthopedics ward
and who are receiving intramuscular injection.
Sampling Technique: In the present study
Probability simple random sampling is used.(lottery
method)
Sample: 60 adult patients [30 in experimental group
and 30 in control group]
Sampling Criteria
Inclusion Criteria
1. Receiving intramuscular injection in gluteal or
deltoid muscle.
2. In the age group of 18-60 years.
3. Receiving analgesic injection.
4. Admitted in medical, surgical, & orthopedics
ward.
5. Willing to participate in the study.
Exclusive Criteria
1. Not receiving intramuscular injection.
2. Unconscious and critically ill.
3. Suffering from bleeding disorder like hemophilia,
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and tactile sensation disorders like tactile
defensiveness, hyposensitivity, apraxia.
Description of Tool
Section I- Interview Schedule on Demographic Variable:
It included variables like Age, Gender, Education,
Occupation, Religion, height, Weight, Body Mass
Index, and Previous experience of intramuscular
injection.
Section II- Modified Numerical Pain Intensity Scale
The scale are used to assess the intensity of pain is
0 to 10 numerical rating scale.
Grading of modified numerical pain intensity scale
is divided into 4 sections.
0 No pain
1-3 Mild pain
4-6 Moderate pain
7-10 Severe pain.
Section III- Observation Checklist for Assessment
of Intensity of Pain
It was divided into 6 observation and its calculated
the median score of the pain intensity level.
Validity ABD Reliability
Tool was given by 19 experts of different fields,
suggestions were incorporated and corrections were
made. tool was found to be reliable as the score was
0.86. The reliability of the observation checklist was
calculated by the inter rater technique and was found
to be 0.77. Thus there was fair agreement and the
rating scale was found to be reliable.
Results
Major Findings
• Majority the adults 7(23.3%) belonged to 53-60
years in the experimental group and 7(23.3%)
belonged to 46-52 years in the control group
• Majority of the adults 18(60%) in the experimental
group and 19(63.3%) in the control group were
male
• Majority of the adults 11(36.7%) both in the in the
experimental and control group had higher
secondary education
• Majority of the adults 10(33.3%) both in the
experimental and the control group are doing
business
• Majority of the adults 19(63.3%) in the
experimental group and 19(63.3%) in the control
group belonged to the hindu religion
• Majority of the adults 20(66.7%) in the
experimental group and 22(73.3%) in the control
group had normal 18-24.99 BMI
• Majority of the adults 28(93.3%) in the both
experimental and the control group had previous
experience of intramuscular injection.
Pain Intensity Level Rating No. of Adults 
Frequency (N) Percentage (%) 
         0 0 0.00 
Mild Pain 1-3 11 36.67 
Moderate Pain 4-6 19 63.33 
Severe Pain 7-10 0 0.00 
Minimum score 2 
Maximum score 6 
Mean Median score 3.93  
S.D 1.11 
IV. 2B: Table showing the frequency and percentage distribution of intensity of pain after cold application prior to intramuscular
injection among adults in experimental group
Table shows that the intensity of pain after cold
application prior to intramuscular injection in the
experimental group each 11(36.67%) of the adults
were having Mild Pain and 19 (63.33%) of them had
Moderate pain none of them had severe pain. The
minimum pain score was 2 and the maximum score
was 6, the mean median pain score was 3.93 and the
standard deviation is 1.11.
Table shows that the intensity of pain in the control
group after the intramuscular injection each
17(56.67%) of the adults were having Moderate pain
and 13(43.333%) of them had severe pain. None of
them had mild pain.  The minimum pain score was 5
and the maximum score was 8, the mean median
pain score was 6.40 and the standard deviation
is 1.0
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In experimental group the mean score is 3.93 and
standard deviation value is 1.11, and in the control
group the mean score is 6.40 and standard deviation
value is 1.00. Mean and standard deviation values
are compared and student’s unpaired test is applied
at 5% level of significance.
The tabulated value for n=30-1 i.e 29 degrees of
freedom was 2.048. The calculated value was 9.02
for pain score. Hence the research hypothesis H
1 
is
accepted, and null hypothesis H
0
 is rejected. Thus, it
is statistically interpreted that intensity of pain was
less in experimental group as compared to control
group.
• Association of pain score after cold application
prior to intramuscular injection on the intensity
of pain in experimental group.
Analysis reveals that, in the experimental group,
there is significant association of intensity of pain
with educational status and body mass index and
no association was found with age, gender,
occupation, religion and previous experience of pain.
Implication of the Study
• Nursing Practice: Nurses have an important role
to play in the management of pain in hospital as
well as in community. This study can be used as
an informative illustration for staff nurses
working in different wards, OPD, immunization
department for managing patients with pain
caused by intramuscular injection.
• Nursing Education: The nurse educator can also
highlight the benefits of the interventions to the
Table IV. 3B: Table showing the frequency and percentage distribution of intensity of pain after intramuscular injection among
adults in control group
Pain Intensity Level  Rating No. of Adults 
Frequency (N) Percentage (%) 
No Pain 0 0 0.00 
Mild Pain 1-3 0 0.00 
Moderate Pain 4-6 17 56.67 
Severe Pain 7-10 13 43.33 
Minimum score 5 
Maximum score 8 
Mean Median score 6.40  
S.D 1.00 
Table IV.4:  Table showing the Comparison of intensity of pain after the intramuscular injection among
adults in the experimental and the control group
Group n Mean Median score SD t-value  DF p-value 
Experimental 30 3.93 1.11 9.02 29 S,P<0.05 
Control 30 6.40 1.00 
Fig IV.11:  Bar diagram representing Comparison of intensity of pain (mean pain score) after intramuscular
injection among adults in experimental and control group
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nursing students and to the patients by using
demonstration of cold application at injection site
prior to intramuscular injection.
• Nursing Research: In Indian studies, there is scarce
literature and research done on cold application
on adults. The tool, technique and literature of
review can provide an avenue for further research
studies. It certainly increases the body of
knowledge and can be used as reference materials
in the future.
• Nursing Administration: nurse administrator
should communicate this knowledge to her
clinical staff and ensure practice of use of cold
application for patients getting intramuscular
injection.
Recommendations
• A similar study can be replicated on a larger
population for a generalization of findings.
• A comparative study can be done to evaluate
effectiveness of cold application prior and after
giving intramuscular injection on pain
perception.
• A comparative study to assess the effectiveness
of cold application prior to intramuscular versus
subcutaneous injection on intensity of pain
among adults can be conducted.
• Similar study can be conducted in more than one
setting e.g. in private and government hospitals.
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Abstract
Background of the Study: In the current scenario people suffer from diseases resulting from unhealthy
lifestyle practices, environment and unhealthy food habits. Many Intestinal and urinary condition need
surgical intervention called as diversion technique. Intestinal diversion technique use to reroute the intestinal
content, urinary diversion is to reroute the urine output through an artificial stoma. According to research
study it’s estimated that around 6,400 permanent colostomies are carried out each year in UK. Objectives: 1. To
assess the pretest and posttest level of knowledge regarding diversion procedure and stoma care among B.Sc.
nursing student. 2. To evaluate the effectiveness of workshop based teaching on level of knowledge regarding
diversion procedure and stoma care among B.Sc. nursing student. Methodology: An experimental quantitative
approach was used to achieve the objectives of the study. The study was conducted in Padmashree institute
of nursing, Bengaluru, The sample size was 29. Result: Findings shows the outcome of paired t test on
knowledge scores and statistical significance. Out of maximum score 24, mean was 10.06, SD was 3.34, Mean
% was 41.91, and paired t test value found as 16.20, which was found to be significant at 0.05 level. Conclusion:
The study concludes that majority of the student gained adequate knowledge regarding diversion procedure
and stoma care after the workshop based teaching. It proves that the workshop based teaching was effective
in improving the knowledge among the B.Sc. nursing students.
Keywords: Knowledge; Diversion Procedure; Stoma Care; Workshop Based Teaching.
Introduction
Urinary diversion is any one of several surgical
procedures to reroute urine flow from its normal
pathway. It may be necessary for diseased or
defective ureters, bladder or urethra, either
temporarily or permanently. Some diversions result
in a stoma1.
In current clinical practice continent urinary
diversion is being used world-wide in patients
undergoing radical cystectomy and in severe cases
of benign bladder pathologies. We also discuss the
specific complications of continent urinary diversion
and highlight the need to rigorously monitor these
patients in the long- term specifically in terms of their
renal function and cancer recurrence2.
In the majority of cases, urinary diversion is
performed after cystectomy to treat high-risk
nonmuscle invasive bladder cancer after failure of
intravesical therapy or to treat muscle invasive
bladder cancer. Urinary diversions can be divided
in noncontinent diversions, continent diversions,
and orthotopic neobladders. Currently, the majority
of urinary diversions are constructed from terminal
ileum or ileocolonic segments of the intestine.
Urologists who perform urinary diversions should
not only be familiar with surgical techniques to create
these diversions but should also be aware of
metabolic changes that arise when intestinal
segments are used to divert or to store urine. Many
patients have a long life expectancy, even after
oncological surgery with urinary diversion3.
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Ileal conduit is the most common surgical
procedure performed for individuals after surgical
removal of the bladder for severe trauma or
malignancy, a congenital defect of the urinary tract,
and neurogenic non-functioning bladder in which
other methods to maintain urinary flow are
unsatisfactory. This urinary diversion being
permanent, knowledge and skill in the self care and
rehabilitation is very important. The present one
group pretest-posttest study on “ Effectiveness of a
self-instructional module on knowledge regarding
rehabilitation among patients with ileal conduit “
conducted through telephonic interview among 30
patients selected by purposive sampling showed a
statistically significant improvement in knowledge
regarding rehabilitation (t (29) =16.279, p<0.054.
Study report says that Stomal complications
associated with ileal conduit urinary diversion are
not uncommon and occur in almost 15% of patients,
with the most common problem being parastomal
hernia. Evaluation of possible risk factors
demonstrates that obesity may be a contributing
factor in the development of stomal complications,
particularly in the elderly. Furthermore, our
experience suggests that subsequent repairs of
parastomal hernias are only moderately successful5.
Material and Methods
This chapter deals with description of
methodology and different steps which are
undertaken for collection and organization of data
for investigation.
Research Approach
Quantitative research approach was considered
the most appropriate for the study, as the aim of the
study was to find out the level of knowledge regarding
diversion procedure and stoma care among B.Sc.
nursing student.
Research Design
The design adopted for the study was a pre-
experimental one group pre-test and post-test design.
Pre-test (O1) Intervention (X) Post-test (O2) 
Assess the pre-test level of knowledge 
by using structured knowledge 
questionnaire regarding diversion 
procedure and stoma care among B.Sc. 
nursing student. 
Workshop based teaching was 
administered regarding diversion 
procedure and stoma care among B.Sc. 
nursing student. 
Assess the post-test level of knowledge 
was assessed by using structured 
knowledge questionnaire regarding 
diversion procedure and stoma care 
among B.Sc. nursing student. 
 
Research Variables
Independent Variables: Workshop based teaching on
diversion procedure and stoma care among B.Sc.
nursing student.
Dependent Variables
Knowledge regarding diversion procedure and
stoma care among B.Sc. nursing student.
Settings
The study was conducted in Padmashree Institute
of Nursing, kengeri, Bengaluru.
Population
The population consists of all the students belong
to B.Sc. nursing college, Kengeri, Bengaluru.
Sample
The students  who fulfil the inclusion and
exclusion criteria were the samples for the study and
sample size was 29.
Criteria for Sample Selection
Inclusion Criteria
It includes the students who
1. Male and female B.Sc. nursing students.
2. Are only students between 19- 30 years.
3. Are B.Sc. nursing 2nd year students.
4. Can read and write English language.
Exclusion Criteria
It excludes the
1. Students who are not willing to participate.
2. Students who were not present at the time of data
collection.
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Sampling Technique
Convenience sampling technique.
Tools for Data Collection
The tool for data collection consists of the following
section:
Section A: Structured knowledge questionnaire
was used for assessing knowledge regarding
diversion procedure and stoma care among B.Sc.
nursing 2nd year students.
Procedure for Data Collection
The data was collected after getting permission
from the concerned authorities of Padmashree
Institute of Nursing, Kengeri, Bengaluru. The
researcher introduced himself to the participants. The
objectives of the study were explained. The researcher
himself  collected the data among B.Sc. nursing 2nd
year students. The data was conducted in the
following phases.
1. Phase I: Pre-test was conducted to assess the
existing knowledge regarding diversion
procedure and stoma care among B.Sc. nursing
2nd year students.
2. Phase II: After assessing the pre-test knowledge,
workshop based teaching on diversion procedure
and stoma care was conducted to students for
the duration of 4 hours by using lecture method,
videos and demonstration.
3. Phase III: Post-test was conducted with the same
structured questionnaire after workshop based
teaching regarding diversion procedure and
stoma care among B.Sc. nursing 2nd year students.
Content of the Tool
The tool consists of one section:-
Section A: Structured questionnaire was used to
assess knowledge of B.Sc. nursing students regarding
diversion procedure and stoma care.
• Scoring Interpretation
Scoring key was prepared for section A, score ‘1’
was awarded to correct response and ‘0’ for wrong
response in all items. Thus a total score of 24 were
allotted to interpret the level of knowledge of students,
the score were categorized as-
a. <50%- Inadequate knowledge
b. 50-75%- Moderate knowledge
c. >75%- Adequate knowledge
Reliability
In order to establish reliability of the tool, the test
split half method was used. The calculated “r” value
was 0.81 for knowledge and the developed tool was
found to be reliable.
Variable Reliability Method of Reliability 
Knowledge 0.81 Split half method 
Results
The mention table 1 shows that in pretest none of
the subject had adequate knowledge, majority of the
subjects 23(79.3%) had inadequate knowledge and
6(20.7%) had moderate knowledge. Whereas in
posttest majority of the subject 25(86.21) had adequate
knowledge, 3(10.34%) had moderate knowledge and
1(3.45%) of the subject had inadequate knowledge.
The table 2 shows the range, mean, standard
deviation and mean percentage of the pretest and
posttest level of knowledge regarding diversion
Sl. No Level of knowledge Pre-test Post test 
Frequency Percentage Frequency Percentage 
1 Inadequate (<50%) 23 79.3 1 3.45 
2 Moderately adequate 
knowledge (50-75%) 
6 20.7 3 10.34 
3 Adequate knowledge (>75%) - - 25 86.21 
 Overall 29 100 29 100 
 
Table 1: Frequency and percentage distribution of pretest and posttest knowledge regarding diversion procedures and stoma
care among B.Sc nursing students in selected college, Bengaluru N=29
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procedures and stoma care among B.Sc nursing
students in selected college, Bengaluru.
With regard to general information regarding
urinary diversion, out of maximum score of 8, in the
pretest the range was 1-6, the mean score was found
to be 3, the standard deviation was 1.3 away from
the mean and the mean score percentage was found
to be 37.5%. In posttest the range was 2-8 with a mean
score was 6.31 and standard deviation was 1.70 away
from the mean score and the mean percentage was
found to be 78.87%.
With regard to nursing assessment of stoma, out
of maximum score of 2, in pretest the range was found
to be 0-2, the mean score was 1.69, the standard
deviation was found to be 0.54 away from the mean,
and the mean percentage was 84.5. In posttest the
range was 1-2 with a mean percentage of 1.86 and
the standard deviation was 0.12 away from the mean
and the mean percentage was found to be 93%.
With regard to knowledge regarding stoma care,
out of maximum score of 12, in pretest the range was
1-10, mean score was 5.14, standard deviation was
2.17 away from the mean with a mean score of 42.83.
In posttest  knowledge regarding stoma care the range
was 5-12, mean score was 11, standard deviation
was 1.55 away from the mean and the mean
percentage was 93%.
With regard to complication regarding diversion
procedure, out of maximum score of 2,in pretest the
range was 0-2, mean score was 0.55, standard
Table 2: Range, Mean, SD, Mean Percentage of pretest and posttest knowledge regarding diversion procedures and stoma care
among B.Sc nursing students in selected college, Bengaluru. N=29
Graph 1: Percentage distribution of knowledge regarding diversion procedure and    stoma care among B.Sc.
nursing students in selected college, Bengaluru
Sl. No. Aspects of knowledge Max score Pre-test Posttest 
Range Mean SD Mean % Range Mean SD Mean % 
1. General information regarding 
urinary diversion. 
8 1-6 3 1.3 37.5 2-8 6.31 1.70 78.87 
2. Nursing assessment of stoma. 2 0-2 1.69 0.54 84.5 1-2 1.86 0.12 93 
3. Knowledge regarding stoma care 12 1-10 5.14 2.17 42.83 5-12 11 1.55 91.66 
4. Complication  2 0-2 0.55 0.65 27.5 0-2 1.62 0.62 81 
 Over all 24 6-8 10.41 3.24 43.37 8-24 20.38 2.92 93 
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deviation was 0.65 with a mean percentage of 27.5%.
Whereas in posttest the range was 0-2, the mean score
was 1.62. standard deviation was 0.62 away from
the mean with a mean percentage of 81%.
 The maximum overall score was 24, in pretest the
range score was found to be 6-18, the mean was 10.41,
the standard deviation was found to be 3.24 and the
overall mean score percentage was 43.37%. In
posttest, the range was 8-24 with a mean score of
20.38 and standard deviation was 2.92 away from
the mean and the mean score percentage was 93%.
Table 3: Paired t-test analysis for the statistical significance of pretest and posttest score of knowledge regarding urinary
diversion N=29
Sl. No Aspect of knowledge Max score Paired t-difference  t-test value 
 
P-value 
Mean SD Mean% 
1. General information regarding 
urinary diversion 
8 3.31 1.61 41.37 10.18*** p<0.001 
2. Nursing assessment of stoma  2 0.17 0.53 8.5 1.73 p>0.05NS 
3 Knowledge regarding stoma care 12 5.66 2.01 47.17 15.16*** p<0.001 
4 Complication 2 1.06 2.99 53 1.90 p>0.05NS 
Overall 24 10.06 3.34 41.91 16.20*** p<0.001 
 
Note: *-denotes significant (p<0.001) for df=28.
The above table 3 shows that the outcomes of pre
test and post test level of knowledge and statistical
significance based on paired t-test.
The maximum score with regard to general
information was 8, mean difference was 3.31, SD was
1.61, mean difference percentage was 41.37% and
paired t-value was 10.01*** which was found to be
significant at the level of p<0.001.
With regard to nursing assessment maximum
score was 2, mean difference was 0.17, SD was 0.53,
mean difference percentage was 8.5% and paired t-
value was 1.73 and was not statistically significant
at the level of p<0.05.
With regard to knowledge regarding stoma care,
maximum score was 12, mean difference was 5.66,
SD was 2.01, mean difference percentage was 47.17%
and paired t-value was 15.16*** and was found to be
significant at the level of p<0.001.
With regard to complication, maximum score was
2, mean difference was 1.06, SD was 2.99, mean
difference percentage was 53% and paired t-value
was 1.90 and was not statistically significant at the
level of p<0.05.
The overall knowledge maximum score is 24,
mean difference was 10.06, SD was 3.34, mean
difference percentage was 41.91% and paired t-value
was 16.20*** at the level of p<0.001.
Hypotheses Testing
H
1
: There is significant difference in the mean pre
test and post test level of knowledge regarding
diversion procedures and stoma care among B.Sc
nursing students in selected college, Bengaluru.
H
01
: There is no significant difference in the mean
pre test and post test level of knowledge regarding
diversion procedures and stoma care among B.Sc
nursing students in selected college, Bengaluru.
The above table 3 shows the outcomes of the
pretest and posttest scores and statistical
significance based on paired t-test. It was found to
be significant at 0.05 levels. Hence, null hypothesis
was rejected and research hypothesis was accepted.
Discussion
The pretest knowledge range was 6-18, mean
10.41, standard deviation was 3.24, mean percentage
was 43.37%. The post test knowledge range was 8-
24, mean 20.38, standard deviation was 2.92, and
mean percentage was 93%.The outcome of paired t
test on knowledge score and statistical significance
based on Paired t test. The maximum score was 24,
mean was 10.06, standard deviation was 3.34, mean
percentage was 41.91% and paired t test value was
16.20 that hence there exists a statistical significance.
Similar study was conducted on Level of
knowledge regarding colostomy care among staff
nurses, 8(53.3%) had inadequate knowledge, 6(40%)
had moderately adequate knowledge and 1(6.7%)
had adequate knowledge. Shows that with regard to
knowledge regarding colostomy among nursing
students, 8(53.3%) had inadequate knowledge, 5
(33.3%) had moderate knowledge and 2(13.3%) had
adequate knowledge. Conclusion: The study
concluded that majority of staff nurses and nursing
students had inadequate knowledge regarding
colostomy care.24
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Conclusion
The finding of the study showed, on assessment
of level of knowledge regarding diversion procedure
and stoma care among BSc nursing students in the
pre test, 6(20.7%) had moderate knowledge, and
23(79.3%) had inadequate knowledge and none had
adequate knowledge. And in the post test, 25(86.21%)
had adequate knowledge and 3(10.34%) had
moderate knowledge and 1(3.45%) had inadequate
knowledge.  The paired t test was carried out and it
was found to be significant at p<0.005 level. Hence
null hypothesis is rejected and research hypothesis
is accepted. The study concluded that the workshop
based teaching was effective in improving knowledge
regarding diversion procedure and stoma care
among BSc nursing students
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Abstract
Cardiac monitoring generally refers to continuous monitoring of heart activity, generally by
electrocardiography with assessment of the patient’s condition relative to their cardiac rhythm.
An electrocardiogram (also called ECG) is a test that records the electrical activity of your heart through
small electrode patches attached to the skin of your chest, arms, and legs. An ECG may be part of a
routine physical exam or it may be used as a test for heart disease.
There is a lack of reliable and valid performance of ICU nurses in interpreting the ECG of patients.
Purpose: This study develops a video on ECG and checks the effectiveness of the video among the staff
nurses of ICU with respect to their level of knowledge in interpreting an ECG. Method: A Pre –Experimental
study with one group pre- test post- test design was adopted. The reliability of the tool was done using
Cronbach’s alpha and the validity of the tool was evaluated by 15 experts from the field after which the pilot
study was carried out on 5 staff nurses. Purposive sampling technique was used to collect the data from 50
ICU staff nurses. The 32 item semi structured questionnaire was given to 50 ICU staff nurses who enrolled for
the research. Results: A pre -test was conducted (n=50) and the result’s showed that the mean score for
knowledge on selected aspects of cardiac monitoring was 13.1000 with a standard deviation of 3.41216.
However, after the VAT there was a significant increase in the post test mean score for knowledge on selected
aspects of cardiac monitoring and standard deviation scores with 24.0400 and 4.47195 respectively. In the
pretest it was seen that 38 staff nurses had inadequate knowledge and 12 staff nurses had moderately
adequate knowledge however in the post test it is seen that only 7 staff nurses had inadequate knowledge, 23
staff nurses had moderately adequate knowledge and 20 staff nurses had adequate knowledge. Conclusion:
The video assisted tool created on selected aspect of cardiac monitoring (ECG) was a sound tool and it helped
the nurses to gain knowledge and put that into practice. It is also recommended that more broader aspect of
ECG can be taught to the staff-nurses.
Keywords: Effect; VAT; Knowledge; ICU; Cardiac Monitoring; ECG.
Introduction
“The character of a nurse is just as important as
the knowledge he/she possesses”. 1
                                - Carolyn Jarvis
Nurses are looked upon as both the front lines of
health care, as well as the backbone of patient
treatment. We see nurses as innovators in health care.
We see how their observational skills, advanced
knowledge, interventions and compassionate care
help patients manage their medical needs. “Nurses”
also explores critical issues in the health care system
that, if changed, could allow nurses to practice to the
full extent of their education across the country.2
One of the areas of clinical management where
nurses have the most diagnostic influence is cardiac
rhythm monitoring and dysrhythmia detection. The
critical care nurse must recognize that continuous
monitoring is a nursing responsibility, and
IJSN
Volume 6, Number 3
© Red Flower Publication Pvt. Ltd
Study to Assess the Effectiveness of VAT on the
Knowledge regarding the Selected Aspects of
Cardiac Monitoring among the Staff Nurses in
Selected Hospitals
Megha Sarah Mathews*, Pricey Jimmy Pudussery**
DOI: http://dx.doi.org/10.21088/ijsn.2277.467X.6317.3
120
Indian Journal of Surgical Nursing / Volume 6 Number 3 / September - December 2017
competence in this skill must be assured. It is essential
that nurses understand the significance of accurate
electrode placement in obtaining a specific
monitoring lead. In addition, the nurse must use
current research in determining which monitoring
lead is most appropriate for the patient requiring
cardiac monitoring in the critical care environment. 3
The electrocardiogram is diagnostic tools that
measures and records the electrical activity of the
heart in execute detail. Interpretation of ECG allows
diagnosis of a wide range of heart conditions. These
conditions are varying from minor to life threatening.
ECG terminology and diagnostic criteria and
interpretation often vary from book to book and from
one teacher to another. Finally, it is important to
recognize that the mastery of ECG interpretation, one
of the most useful clinical tools in medicine, can only
occur if one acquires considerable experience in
reading ECG’s and correlating the specific ECG
findings with the pathophysiology and clinical status
of the patient. ECG can act as a diagnostic procedure
for all clinical findings.4
Background
Cardiac monitoring generally refers to continuous
monitoring of heart activity, generally by
electrocardiography with assessment of the patient’s
condition relative to their cardiac rhythm.
An electrocardiogram (also called ECG) is a test that
records the electrical activity of your heart through
small electrode patches attached to the skin of your
chest, arms, and legs. An ECG may be part of a
routine physical exam or it may be used as a test for
heart disease.
There is a lack of reliable and valid performance
of ICU nurses in interpreting the ECG of patients.
Problem Statement
“A study to assess the effectiveness of Video
Assisted Teaching Programme on the knowledge
regarding the selected aspects of cardiac monitoring
among the staff nurses working in the ICU of selected
hospitals in Navi Mumbai.”
Objectives
• To assess and evaluate the effectiveness of video
assisted teaching program on selected aspect of
cardiac monitoring among the staff nurses with
their obtained pretest and post test score.
• To find the association between the demographic
characteristics and with the level of knowledge
on selected aspect of cardiac monitoring among
the staff nurses of ICU with their obtained pre
test and post test score.
Purpose
This study develops a video on ECG and checks
the effectiveness of the video among the staff nurses
of ICU with respect to their level of knowledge in
interpreting an ECG.
Assumptions
The study assumes that:
• The staff nurses play an important role in
recognizing the cardiac abnormality and they
may/may not possess competitive skills in
cardiac monitoring.
• The staff nurses may/may not possess
knowledge regarding cardiac monitoring.
• Video assisted teaching may/may not  increase
the level of knowledge on selected aspects of
cardiac monitoring among the staff nurses.
• Appropriate and adequate knowledge regarding
selected aspects of cardiac monitoring may/may
not influence the practice of staff nurses.
Hypotheses
H
o1
:-   There will be no significant difference in the
mean knowledge score of staff nurses on selected
aspects of cardiac monitoring before pre-test and
after post-test score.
H
02
:- There will be no significant association
between the level of knowledge regarding selected
aspects of cardiac monitoring with selected
demographic variable.
H
1
:- There will be a significant difference in the
mean knowledge score of staff nurses on selected
aspects of cardiac monitoring before pre-test and
after post-test score.
H
2
:- There will be a significant association between
the level of knowledge regarding selected aspects of
cardiac monitoring with selected demographic variable.
Method
A Pre –Experimental study with one group pre-
test post- test design was adopted. The reliability of
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the tool was done using Cronbach’s alpha and the
validity of the tool was evaluated by 15 experts from
the field after which the pilot study was carried out
on 5 staff nurses. Purposive sampling technique was
used to collect the data from 50 ICU staff nurses. The
32 item semi structured questionnaire was given to
50 ICU staff nurses who enrolled for the research.
Results
A pre -test was conducted (n=50) and the result’s
showed that the mean score for knowledge on
selected aspects of cardiac monitoring was 13.1000
with a standard deviation of 3.41216. However, after
the VAT there was a significant increase in the post
test mean score for knowledge on selected aspects of
cardiac monitoring and standard deviation scores
with 24.0400 and 4.47195 respectively. Inthe pretest
it was seen that 38 staff nurses had inadequate
knowledge and 12 staff nurses had moderately
adequate knowledge however in the post test it is
seen that only 7 staff nurses had inadequate
knowledge, 23 staff nurses had moderately adequate
knowledge and 20 staff nurses had adequate
knowledge.
Distribution of the demographic variables among the
staff nurses working in the ICU of selected hospitals, Navi
Mumbai.
Age Category Frequency Percentage 
21-25 years 31 62.0 
26-30 years 14 28.0 
31-35 years 4 8.0 
36-40 years  1 2.0 
Total  50 100.0 
Distribution of sample according to Age
According to table no 4.1.1 the sample is
distributed into 4 categories ie: age 21-25 years, 26-
30 years ,31-35 years and 36-40 years. The maximum
number of samples were found in the age group of
21-25 years with the frequency of 31(62%) and the
least is seen in the age group of 36-40 years with the
frequency of 1(2%).
According to table no 4.1.2, the sample is
distributed into two categories ie: male and female.
The maximum number of samples were found in the
female group with the frequency of 45(90%) whereas
males constituted only 10% with a frequency of 5.
Fig. 1: Distribution of sample according to age
Gender Frequency  Percentage  
Male  5 10.0 
Female  45 90.0 
Total  50 100.0 
Table 1: Distribution of sample according to gender
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Evaluation of the effectiveness of Video Assisted
Teaching Programme with their obtainedpre-test and
post-test  mean score on selected aspect of cardiac
monitoring (ECG) among the staff nurses.
From the above table, there is an increase in the
mean score of the pretest from 13.1000 to 24.0400.
Fig. 2: Distribution of sample according to Gender
  N Minimum Maximum Sum Mean  Std. Deviation 
Pre total score 50 6.00 20.00 655.00 13.1000 3.41216 
Post total score 50 12.00 30.00 1202.00 24.0400 4.47195 
Table 2: Showing difference in mean score of Pretest and post test.
Criteria Improvem-ent<50 Improvem-ent>50 Total p value Inference 
Age         NS 
20-25 12 19 31 0.52  
26-40 8 11 19     
Gender          NS 
Male 2 3 5 0.69  
Female 18 27 45     
Qualification          NS 
BSc Nsg 17 21 38     
GNM 3 9 12 0.19  
Experience overall          NS 
< 1year 3 1 4 0.29  
1-2 years 7 10 17     
2-5 years 8 11 19     
> 5 years 2 8 10     
 Experience ICU          NS 
no exp 2 4 6 0.13  
<1year 9 6 15     
1-2years 8 12 20     
>2years 1 8 9     
Class/seminar          NS 
YES 7 10 17 0.57  
NO 13 20 33     
Association of data with demographic variables
This implies that there is an increase in knowledge
among the staff nurses due to Video Assisted
Teaching on selected aspects of cardiac monitoring.
From the above table it is evident that knowledge
on selected aspects of cardiac monitoring is not
significant with any of the demographic variable.
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IMPLICATIONS OF THE STUDY
Nursing Service
1. The findings prove that VAT given for a duration
of 30 min can improve the knowledge and hence
would help the staff nurses to save the lives of
many patients.
2. Regular practice on the interpretation of the ECG
would make the nurses confident and assist the
doctor’s with the line of treatment for the
patients.
3. New researches have revealed that ECG
contributes not only to Cardiovascular but also
in management of patients with stroke. The
nurses should be trained using such VAT so that
the knowledge is continually revised as well as
new knowledge can be updated.
Nursing Education
1. Nursing is a therapeutic and educative process
in meeting the needs of the society. Nursing
education is the means through which nurses are
prepared for practice in various settings. The
present study emphasizes that the video assisted
teaching is the key element to train the staff nurses
on the selected aspects of cardiac monitoring. The
video assisted teaching and study findings can
be the guidelines for the nurse educators, to teach
students, in giving comprehensive care in all
settings colleges and even in hospital setting.
Every student nurse needs to motivate to provide
care and conduct health education regarding
the same.
2. As a method of teaching, Video Assisted Teaching
has proved to be beneficial in imparting
knowledge and hence such AV aid should be
used for effective teaching learning process.
Nursing Administration
 The nursing administrators are responsible for
management of the nursing staff in a health care
facility.
1. The nursing administrator should arrange
training sessions frequently to keep the nurses
abreast of recent technology in the field of
medicine.
2. It is also important to train the nurses especially
in the ICU on topics like cardiac monitoring and
ECG as they look after the critical patients
whichwill enable them to be competent and
skillful in their practices.
Nursing Research
The present study contributes to the body of
knowledge and practice of nurses. The research study
findings have added inputs to the nursing literature.
The investigator can use the findings and
methodology as a reference in the future and can
emphasize on areas which needs further exploration.
RECOMMENDATIONS FOR FURTHER STUDY
• A similar study on a large and wider sample, for
a long period would be more pertinent in making
broad generalizations.
• A similar study can be undertaken in a different
setting.
• A comparative study can also be planned.
• A similar study on broader aspect of cardiac
monitoring can also be done.
• This study can also be carried out using various
teaching modalities to check for effectiveness.
• A study can be done to assess knowledge, attitude
and practice of staff nurses working in the ICU.
Conclusion
“ It is a sign of intellectual maturity to always crawl
to conclusions.”
MokokomaMokhonoana
 This chapter deals with discussion of the findings
in accordance with the study and its objectives. The
findings of the study facilitate sufficient information
needed for evidence based practice to be used in
nursing practice and discipline. It relates the
interpretations with the results and study limits. The
recommendations of the study provide a platform
for further research discussions and implications.
The video assisted tool created on selected aspect
of cardiac monitoring (ECG) was a sound tool and it
helped the nurses to gain knowledge and put that
into practice. It is also recommended that more broader
aspect of ECG can be taught to the staff-nurses.
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Abstract
 “A quasi experimental study to assess the effectiveness of structured teaching program on pediatric critical
care nursing among the GNM students in Naincy college of Nursing, Jeolikote, Nainital, Uttrakhand.”
The finding of the study revealed that the overall knowledge mean was 0.34, mean percentage was 34% and
SD was 10.62 respectively. The findings revealed that the knowledge level after giving STP was improved and
the mean value was 0.70, mean percentage was 70% & SD was 20.84.The findings of study revealed that the
association of knowledge score with age, education, medium of education, with source of information,
occupation and with previous knowledge were significant. Chi square was used to find out associations
between the selected demographic variables and knowledge score.
Keywords: Critical Care; Structured Teaching Program.
Introduction
Critical care nursing is that specialty within
nursing that deals specifically within human
response to the life threatening problems. Pediatric
intensive care is a growing medical specialty over
the last three decades around the globe. The
particular specialty requires skilled nurses for early
recognition, treatment and advance care of critically
ill children. Pediatric critical care nursing is the field
of nursing with focus on the utmost care of the
critically ill .1
Children received readily emergency care to reduce
the child mortality and are given in a specialized
setting .In recent year estimate that 200 children per
100,000 in a population will require intensive care
annually. Pediatric critical care is a specialized care
and the patients whose conditions are lives
threatening and who require comprehensive care
and constant monitoring usually in ICU’s.”
Pediatric critical care nurse create an environment
in which highly vulnerable infants, critically
unstable children require vigilant care and a
collaborative skills.2
Pediatric critical care nurses create an environment
in which critically unstable and highly vulnerable
infants and children benefit from the vigilant care
and the co-ordinate professionals. Indeed the art and
science of pediatric critical care have matured
tremendously over the past three decades. 
3
Need for Study
Pediatric intensive care nursing is a growing
specialty which requires evaluation of its educational
programs and outcomes in each different practices.
This would help determine a PICU nurse knowledge
and skill standards.3
According to WHO (world health organization)
in 2012 many as 1.1 million deaths were due to
prematurity and complications due to prematurity
and complications due to low birth weight . Three –
quarters of these deaths happen within the first week
of life. Lack of skilled medical and intensive care
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make this a huge problem in developing countries.
Many newborn deaths could be avoided with good
prenatal and post natal critical care. Hence there is a
strong need to assess a study on about the lagging
among pediatric critical care nurses.4
Sardo PM, Sasso GT et al .( Dec 2008)A descriptive
and exploratory study was conducted to develop an
educational practice of problem based learning in
CPR with the sample size of 24 students in the third
stage of nursing undergraduate courses in Brazil
southern university.
The result shows that structured teaching results
as a motivating factor for both the educator and the
students because it allows the theoretical as well as
practical integration in an integrated learning
process .Patient in paediatric intensive care unit
require high intensity care. For this reason the
researcher has selected this topic to train the student
to give good critical care knowledge.5
Problem Statement
“A quasi experimental study to assess the
effectiveness of structured teaching program on
pediatric critical care nursing among the GNM
students in Naincy college of Nursing, Jeolikote ,
Nainital ,Uttrakhand .”
Objectives of the Study
• To assess the knowledge on Paediatric critical
care nursing among the GNM student in Naincy
college of Nursing, Jeolikote, Nainital, Uttarakhand.
• To evaluate the effectiveness of structured
teaching program on paediatric critical care
nursing among GNM students in Naincy college
of Nursing, Jeolikote ,Nainital, Uttarakhand.
• To find out the associations between knowledge
score and selected demographic variables of
GNM students regarding paediatric critical care
nursing in Naincy college of nursing ,Jeolikote,
Nainital ,Uttarakhand.
Hypothesis
• There will be significant difference between
knowledge regarding paediatric critical care in
pre-test and post-test scores.
• There will be significant association between pre
-test score knowledge with their demographic
variables.
Methodology
The investigator has selected comparative
research design to the effectiveness of structured
teaching program on pediatric critical care nursing
among the GNM students in Naincy college of
Nursing, Jeolikote, Nainital, Uttarakhand.” The
setting of the study is in Naincy college of Nursing,
Jeolikote, Nainital, Uttarakhand. & comprised of 60
Students of GNM II year. Non randomization is the
type of probable sampling was found appropriate
for the study.
In the present study the tool consists of two parts
PART I: Consist of socio demographic variables.
PART II: Comprise of questionnaires regarding
knowledge about Pediatric critical care Nursing.
The investigator had collected the data after getting
formal permission from the authority of   selected
Naincy college of Nursing, Jeolikote, Nainital,
Uttrakhand and approval was obtained from ethical
committee of college to conduct the study. On an
average each participants took 30 minutes to complete
the questionnaire/tool. The investigator did not face
any significant problem and the tool was found
reliable.
Results & Findings
In view of the selected demographic variables, it is
revealed that majority of GNM students 34(56.66%)
were from the age group of 19-20, 37(61.66%) have
basic education up to 10+2 ,31(51.66%) students are
from English medium , majority  of them i.e. 48(80%)
preferred books  as source of information &  most of
them 35(58.33%) were having average previous
knowledge regarding pediatric critical care nursing
and its practices.
The findings of this study revealed that the overall
knowledge score before giving Structured Teaching
Programme was Mean 0.34, mean percentage 34%
and SD was 10.62. After giving structured teaching
programme was mean 0.70, mean percentage 70%
and SD was 20.84.
Discussion
1. The findings were discussed under the
demographic characteristics and objectives.
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S. No Variable Category Frequency Frequency Percentage 
1. Age 
 
 
(a)17-18 02 3.33% 
(b)19-20 34 56.66% 
(c)21-22 24 40% 
2. Basic education (a)10+2   37 61.66% 
(b)Degree course 16 26.66% 
(c)Any other 07 11.66% 
3. Medium (a)English 31 51.66% 
(b)Hindi 29 48.33% 
4. Source of 
information 
(a)Newspaper 07 11.66% 
(b)Internet 05 8.33% 
(c)Books  48 80% 
(d)Journals 00 0% 
5. Occupation (a)Working in medical position 04 6.66% 
(b)Working in other position 46 76.66% 
(c)Non-working 10 16.66% 
6. Previous knowledge (a)Poor 13 21.66% 
(b)Average 35 58.33% 
(c)Good 12 20% 
 
Table 1: Showing frequency of selected demographic variables. N=60
S.  No. Pre test Post test 
Mean Mean% SD Mean Mean% SD 
1 0.34 34% 10.62 0.70 70% 20.84 
Table 10: Overall comparison of mean, mean% and standard deviation of knowledge score on pediatric critical care nursing
before and after structured teaching programme N=60
In view of the selected demographic variables, it is
revealed that majority of GNM students 34 (56.66%)
were from the age group of 19-20 , 37(61.66%) have
basic education up to 10+2 ,31(51.66%) students are
from English medium , majority  of them i.e. 48(80%)
preferred books  as source of information &  most of
them 35(58.33%) were having average previous
knowledge regarding pediatric critical care nursing
and its practices.
1. To assess the knowledge on pediatric critical care
nursing among the GNM student in Naincy
college of Nursing, Jeolikote, Nainital,
Uttarakhand.
The findings of this study revealed that the overall
knowledge score before giving Structured
Teaching Programme was Mean 0.34, mean
percentage 34% and SD was 10.62.
2.  The second objective of the study is to evaluate
the effectiveness of structured teaching program
on pediatric critical care nursing among GNM
students in Naincy college of Nursing, Jeolikote,
Nainital, and Uttarakhand.
After giving structured teaching programme was
mean 0.70, mean percentage 70% and SD was
20.84. These findings revealed that the knowledge
level of GNM students regarding pediatric critical
care nursing was improved after the STP.
3. The third objective was to find out the
associations between knowledge score and
selected demographic variables of GNM students
regarding pediatric critical care nursing in
Naincy College of nursing, Jeolikote, Nainital,
Uttrakhand.
The findings of study revealed that the association
of knowledge score with age, education, medium of
education, with source of information, occupation and
with previous knowledge was significant. Chi square
was used to find out associations between the selected
demographic variables and knowledge score.
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Abstract
A study was conducted to assess the prevalence of obesity among rural and urban Children of selected
schools .The sample of this study comprise of 50 Children from rural and 50 Children from urban .Collected
data was analyzed by using Descriptive and inferential statistics. The findings revealed that, in rural mean
& SD value for Height, Weight & BMI was 142.28 & 7.21, 36.82 & 7.98, 18.35 & 3.18 respectively. In Urban
mean & SD value for Height, Weight & BMI was 128.68 & 9.52, 44.08 & 6.50, 25.80 & 3.82 respectively.
The result revealed that, the prevalence of obesity is higher in urban school children than the rural school
children. The study also shows that there is association with selected variables. So it shows that hypothesis
H
2 
was accepted.
Keywords: Obesity; Prevalence; Rural; Urban & B.M.I.
Introduction
“Children are the most valuable resources in the world
and let’s hope for their bright future”
Obesity in children is a complex disorder. Its
prevalence is increasing in recent years so as to
consider it a major health concern both in the
developed and developing world. The ill effects of
obesity on health are not fully reversible so focus on
preventing obesity is needed. Since overweight and
obesity in adults life are predicated by childhood
weight, prevention of obesity should start early in
life.1
Obesity is defined as a complex, multifactorial
chronic disease which involves the interaction of both
genotype and environment. Integrating factors of
behavioral, social, cultural, physiological and
metabolic are involved. (National heart, lung and
blood institute [NHLBI], 2006). Over weight and
obesity is determined by measuring body mass index
(BMI), a calculation of weight in relation to height.
 ℎ          =
    ℎ              
ℎ   ℎ           2
 
In adults,  healthy weight is 18-25 BMI, overweight
is 25-29 BMI, obese is a BMI of 30 or greater and
morbidity obese is a BMI of >40.1 The W.H.O (2011)
has declared obesity as one of the top 10 health risk
in the world and one of the top 5 in developed
nations. Totally 5% of the Indian population has been
affected by obesity.2 Childhood obesity however can
also lead to life threatening conditions including
diabetes, high blood pressure including heart
diseases, sleep problems, cancer and other disorders.
Some of other disorders would include liver disease
early puberty or menarche, eating disorders such as
anorexia and bulimia, skin infection and asthma.
The control of obesity can be achieved by dietary
changes increased physical activity and a
combination of both .Health educations has an
important role to play in teaching people the hazards
of overweight and to prevent obesity.3
Problem Statement
A comparative study to assess the prevalence of
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obesity among rural and urban school children in
selected schools, Uttarakhand.
Objectives of the Study
1. Assess the obesity prevalence among rural school
children in selected schools
2. Assess the obesity prevalence among urban
school children in selected schools.
3. Compare the obesity prevalence among selected
rural and urban school children in selected
schools.
4. Find out association of obesity prevalence among
rural and urban school children with their
selected demographic variables.
Hypothesis
H1: There will be a significant difference in the
obesity prevalence between rural and urban school
children.
H2: There will be a significant association between
obesity prevalence among urban school children with
their selected demographic variables.
Methodology
The investigator has selected quantitative
descriptive evaluative approach and descriptive
design to assess the prevalence of obesity among
rural and urban school children. The setting of the
study is in rural and urban schools, Uttarakhand &
comprised of 50 children in rural school and 50
children in urban school. The sample of the present
study was school going children. Simple random
sampling is the type of probable sampling was found
appropriate for the study.
In the present study the tool consists of two parts:
PART 1: Consist of socio-demographic variable
including age, sex, residence, religion, economic
status, education of parents, occupation of Parents,
Income of family, & Type of family.
PART 2: Comprise of questionnaire regarding
prevalence of obesity which includes type of school,
Play time of children, Hours of playing, Types games,
Food Habit, Frequently consumption of food, & Types
of snacks.
The investigator had collected the data after getting
formal permission from the authority of   selected
rural and urban schools of Uttarakhand and
approval was obtained from ethical committee of
college to conduct the study. On an average each
participants took 30 minutes to complete the
questionnaire/tool. The investigator did not face any
significant problem and the tool was found reliable.
Results & Findings
Table 1 reveals the distribution of categories on
prevalence of obesity. In rural normal weight 45(90%),
overweight 2(4%), pre obese 3(6%) and obese class- 1
0(0) %.And in urban normal weight 26(52%),
overweight 0(0%), pre obese 16(32%) and obese class
-1 8(16%).
 Table 3 In mean, & SD value of height of urban
was128.68, & 9.52 and weight 44.08, & 6.504 and for
B.M.I 18.35, & 25, 3.82 respectively. In rural the mean
and SD for height was 142.28, & 7.211 weight 36.82,
& 7.98 for B.M.I 18.35, & 3.18 respectively. When
compared the mean difference for height, weight, and
BMI was 5.73, 3.31 & 10.06 at 0.05 level respectively,
Table 1: Distribution of categories on prevalence of obesity. N=50+50
S. No Category Frequency Percentage 
Rural Urban Rural Urban 
1 Normal weight 45 26 90% 52% 
2 Overweight 02 - 04% - 
3 Pre-obese 03 16 06% 32% 
4 Obese class-1 - 08 - 16% 
S. N Categories Mean SD t-test Level of significance 
Rural Urban Rural Urban cal tab  
 
 
0.05 level 
1 Height 142.28  128.68  7.211 9.52 5.73  
1.98 2 Weight 36.82  44.08  7.9898 6.504 3.31 
3 BMI 18.35 25.80 3.18 3.82 10.06 
Table 2: Overall comparison of mean difference between rural & urban school children. N=50+50
Thamarai Selvi P. et. al. / Study to Assess the Prevalence of Obesity among Rural and Urban School
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hence it shows that urban children are more obese
than rural school children, H
1
 was statistically
accepted.
Discussion
1. Assess the obesity prevalence among rural school
children in selected schools.
The present study reveals that the mean and SD
value for prevalence of obesity for rural children
Height142.28, & 7.211 respectively & Weight 36.82,
& 7.9898 respectively, & B.M.I  18.35, &  3.18
respectively.
2. Assess the obesity prevalence among urban
school children in selected schools.
The present study that the mean and SD value for
prevalence of obesity for urban children height
128.68, & 9.52 respectively, Weight 44.08, & 6.504
respectively and B.M.I 25.80, & 3.82  respectively.
3. Compare the obesity prevalence among selected
rural and urban school children in selected
schools.
The results revealed that, in rural mean & SD value
for Height, Weight & BMI was 142.28 & 7.21, 36.82 &
7.98, 18.35 & 3.18 respectively. In Urban mean & SD
value for Height, Weight & BMI was 128.68 & 9.52,
44.08 & 6.50, 25.80 & 3.82 respectively. The study
result shows that, the prevalence of obesity is higher
in urban school children than the rural school
children.
Fig. 1: Overall comparison of mean difference of bmi among rural and urban children
4. Find out association of obesity prevalence among
rural and urban school children with their
selected demographic variables.
The findings revealed that, selected variables of
Religion & Father’s Education and play time are
found to be non significant & remaining variables
are found to be Significant among Rural children. In
Urban Age, Father’s Education, & Income of family
found Non significant and remaining variables re
found to be significant. Hence it shows significant
association between obesity prevalence among urban
school children with their selected demographic
variables, H
2 
was statistically accepted.
Conclusion
The study was conducted to compare the
prevalence obesity among rural and urban children.
When compared the mean difference for height,
weight, and BMI was 5.73, 3.31 & 10.06 at 0.05 level
respectively, hence it shows that urban children are
more obese than rural school children. It is concluded
that obesity prevalence was more in urban due to
lack of exercises, availability of fast foods.
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Abstract
Background: There is limited data on the quality of life in the early post-stroke phase and the changes in it
over time. Social support and stroke-related depression significantly adversely affect the quality of life after
stroke. Stroke-associated disability has been found to affect the health status of the individual with stroke
over a period of time. The relationship between health status and other socio-demographic and clinical
factors has been less well studied. In this study, the global and domain-specific quality of life was studied in
patients with first ever episode of stroke, both ischemic and hemorrhagic, of 3 or more months’ duration.
Objectives: To study overall and domain-specific quality of life in stroke survivors within one year after
stroke and to test the reliability and validity of the Modified stroke specific quality of life scale (SS – QOL)
Design: An observational and cross-sectional pilot study was used. For the study. setting: Selected
Multispecialty hospital at thanjavur district. Participants: 500 patients who suffered stroke up to 1 year prior
to the present study were included.  Methods: Patients were interviewed with use of Modified stroke specific
quality of life scale (SS – QOL) and other indexes and scales were applied. The reliability was assessed by
using Cronbach’s alpha (internal consistency) and test-retest by using Spearman’s rho scores; the acceptability
was evaluated by the floor and ceiling effects . Results: Results show that psychosocial aspect of health is
affected equally with that of physical health so researcher concluded that psychosocial aspect of health
which directly influences the physical function of stroke survivors. so coping abilities to be improve for better
adherence to the physical therapy . As coping strategies and mirror therapy can be offered as a useful adjunct
in stroke rehabilitation, it would be beneficial if coping ability increase adherence to the physical therapy will
also increase ultimately quality of life also good.
Keywords: Ischemic Stroke; Quality of Life; Psychosocial Health; Physical Health.
Introduction
Stroke is a life-changing event that affects not only
the person who may be disabled, but their family
and caregivers. Utility analyses show that a major
stroke is viewed by more than half of those at risk as
being worse than death (AHA 2006). Traditionally,
epidemiological stroke studies focused on mortality
and recurrence but not on quality of life (QOL) issues.
The prevalence of stroke survivors with incomplete
recovery has been estimated at 460/100 000. First-
year mortality has been estimated between 15% and
25%, recurrence between 5% and 14%, and partial or
complete disability between 24% and 54%.
Disability associated with stroke significantly
interferes with the activities of daily living and, thus,
the quality of life. Quality of life is a complex concept
comprising physical, emotional and social well-
being. While health is an essential ingredient of this
concept, World Health Organization (WHO)
identifies health-related quality of life as individuals’
perception of their position in life according to their
purposes, expectations, standards and worries
within the context of the culture and value system in
which they live. Social support helps patients to cope
with the stress associated with the disease and
treatment. Social support has positive effect on
nursing care and health. Thus nursing staff needs to
IJSN
Volume 6, Number 3
© Red Flower Publication Pvt. Ltd
A Prevelence Study to Assess the Quality of Life
among Chronic Stroke Survivors – Cross Sectional
Study Report
T. Balaguru
DOI: http://dx.doi.org/10.21088/ijsn.2277.467X.6317.6
134
Indian Journal of Surgical Nursing / Volume 6 Number 3 / September - December 2017
consider the patients’ social support systems,
including home environment, family and partners.
There is limited data on the quality of life in the
early post-stroke phase and the changes in it over
time. Social support and stroke-related depression
significantly adversely affect the quality of life after
stroke. Stroke-associated disability has been found
to affect the health status of the individual with stroke
over a period of time. The relationship between health
status and other socio-demographic and clinical
factors has been less well studied. In this study, the
global and domain-specific quality of life was studied
in patients with first ever episode of stroke, both
ischemic and hemorrhagic, of 3 or more months’
duration, along with the relationship between the
clinical factors, socio-demographic factors and
quality of life.
The multidimensional approach of perceived
health status in stroke patients has received attention
only in the last few years. Consequences of stroke
and health status affect even mild strokes.QOL
assessment include at least 4 dimensions: physical,
functional, psychological, and social health. The
physical health dimension refers to disease-related
symptoms. Functional health comprises self-care,
mobility, and the capacity to perform various families
and work roles. Psychological dimension includes
cognitive and emotional functions (eg, vascular
dementia and post stroke depression) and subjective
perceptions of health and life satisfaction. Social
dimension includes social and familial contacts.
Statement of the Problem
A observational study to assess the quality of life
among chronic stroke patient visited in neurology
OPD in selected multispecialty hospital at thanjavur
city.
Objectives
1. To study overall and domain-specific quality of
life in stroke survivors.
2. To associate certain demographic and clinical
variables with quality of life.
3. To correlate the psychosocial and physical factor
in quality of life.
Assumption
The study assume that,
• Quality of life is low for chronic stroke survivors.
• Psychological factors influencing the quality of life
Delimitations
The study is limited to,
1. A study setting selected was selected only two
multispecialty hospital in thanjavur district.
2. Study is limited to 1 month.
3. Patients who suffered stroke up to 1 year prior to
the present study.
Studies Related to Quality of Life
Niewada M, Michel P. (2016) summarize recent
evidence on lifestyle modifications and first or
recurrent stroke risk. Findings shows that Weight
reduction, low-risk diet, regular physical activity,
smoking cessation, and low-to-moderate alcohol
consumption may reduce stroke risk up to 50% or
more, but level one evidence is still lacking for several
interventions. Appropriate food ingredients can
significantly decrease stroke risk as recently
confirmed for Mediterranean diet. The optimal
intensity and amount of physical exercise is still not
well established before and after stroke, although
modest levels of activity already show benefits.
Passive smoking represents an important health
hazard. The impact of tobacco withdrawal using e-
cigarette is currently uncertain. Alcohol and stroke
risk relation is probably J-shaped for ischaemic stroke
and linear for intracranial haemorrhage. Coffee
consumption is J-shaped for overall stroke. Several
interventions have failed to show significant effects,
including regular intake of ‘healthy’ forms of fatty
acids, various vitamin supplements, and other
antioxidants. Both individualized and public
educational programmes are likely needed on a
repetitive basis to induce and maintain a healthy
lifestyle before or after a stroke.
Van Mierlo ML, van Heugten CM,2015 conducted a
cohort study on  Quality of Life during the First Two
Years Post Stroke he stated that, most improvement
in QOL occurred up to 6 months post stroke and
showed different patterns for specific domains of
QOL and for patients with and without dependency
in ADL in the first week post stroke. It is therefore
important to differentiate between these different
domains of QOL when the long-term perspective is
considered. Furthermore, patients dependent in ADL
consistently scored lower on all QOL domains and
did not reach the level of QOL of patients independent
of QOL.
White J, Magin P, (2016) conducted a prospective
cohort study on  Predictors of health-related quality
of life in community-dwelling stroke survivors the
study results shows that On multivariable analysis,
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HRQOL did not change significantly with time post-
stroke. Higher HRQoL scores were independently
associated with higher baseline HRQoL (P = 0.03),
younger age (P = 0.006), lower disability (P = 0.003),
greater community participation (P d” 0.001) and no
history of depression (P = 0.03).so they concluded
that These results contribute to an understanding of
HRQoL in the first year post-stroke. Community
participation and stroke-related disability are
potentially modifiable risk factors affecting post-
stroke HRQoL. Interventions aimed at addressing
participation and disability post-stroke should be
developed and tested.
Calabrò RS, Cacciola (2016) stated that Gait
abnormalities following neurological disorders are
often disabling, negatively affecting patients’ quality
of life. Therefore, regaining of walking is considered
one of the primary objectives of the rehabilitation
process. To overcome problems related to
conventional physical therapy, in the last years there
has been an intense technological development of
robotic devices, and robotic rehabilitation has proved
to play a major role in improving one’s ability to walk.
The robotic rehabilitation systems can be classified
into stationary and over ground walking systems,
and several studies have demonstrated their
usefulness in patients after severe acquired brain
injury, spinal cord injury and other neurological
diseases, including Parkinson’s disease, multiple
sclerosis and cerebral palsy. In this review, we want
to highlight which are the most widely used devices
today for gait neurological rehabilitation, focusing
on their functioning, effectiveness and challenges.
Novel and promising rehabilitation tools, including
the use of virtual reality, are also discussed.
Supportive Studies for Tools
Lo SH, Chang AM, (2016) conducted A descriptive
study was conducted to examine the reliability,
validity and factor structure of the translated version
(SSQOL-C) among stroke survivors. Participants
completed SSQOL-C, and the Chinese versions of the
Medical Outcomes Study Short-Form Health Survey
(SF-36), Stroke Self-Efficacy Questionnaire (SSEQ-C)
and French Activities Index (FAI). Thirty of these
participants completed the same questionnaires after
4 weeks. results shows that A total of 135 stroke
survivors (mean age 58.90 ± 9.75) were recruited.
SSQOL-C had good internal consistency with
Cronbach’s alphas for each domain ranging from
0.63 to 0.90. Most domains had moderate to high
correlations with similar dimensions of SF-36, SSEQ-
C, FAI and Barthel ADL Index total scores
(Spearman’s rho: 0.40-0.77, p < 0.01), suggesting
acceptable convergent validity. Principal component
analyses suggested an 11-factor model in contrast to
the 12-factor model for the original scale with six
new factors emerging and five original factors
retained. The results suggest SSQOL-C is a reliable
and valid tool for measuring Chinese stroke
survivors’ health-related quality of life. More studies
are needed to confirm the 11-factor model of the scale.
Implications for rehabilitation the translated Chinese
version of the Stroke Specific Quality of Life Scale is
a reliable and valid tool for measuring Chinese stroke
survivors’ health-related quality of life. An 11-factor
model in contrast to the 12-factor model for the
original scale with six new factors emerging and five
original factors retained.
Chou CY1, Ou YC2, (2015) Examine psychometric
properties of four stroke-specific health-related
quality of life (HRQoL) measures, including original
Stroke-Specific Quality of Life Scale (12-domain
SSQoL), modified 8-domain SSQoL, Stroke Impact
Scale (SIS 3.0), and modified SIS-16 focused on
physical domains. Study cohort was recruited with
263 patients in the first administration and 121 in
the second administration, an average of two weeks
later. To investigate discriminant validity, the same
number of patients (i.e., 52) was grouped for each of 3
levels of stroke severity. MAIN MEASURES: Outcome
measures, including National Institutes of Health
Stroke Scale, Mini-Mental State Examination, and
Barthel Index. Patients completed HRQOL self-
reports. RESULTS: Domains of four measures showed
(1) good reliability, except 12-domainSSQoL family
roles (Cronbach’s á = 0.68) and personality domains
(Cronbach’s á = 0.65) and SIS 3.0 social participation
(ICC=0.67) domain; (2) acceptable precision, except
12-domain SSQOL family role domain and SIS 3.0
social participation domain; (3) good convergent
validity, except 12-domain SSQOL/8-domain SSQOL
vision domain (r = 0.19), (4) good discriminant
validity, except 12-domain SSQOL and 8-domain
SSQOL thinking domains (P = 0.365); and (5)
acceptable floor effects and strong ceiling effects. The
12-domain SSQOL and 8-domain SSQOL met scaling
assumptions better than SIS 3.0 and SIS-16.Four
measures showed acceptable psychometric properties
with some domains slightly less satisfactory. Overall,
use of 8-domain SSQOL and SIS 3.0 are feasible for
clinical practice to monitor HRQOL of stroke survivors.
Materials and Methods
Research Approach
Quantitative Non Experimental Evaluative
Research approach
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Research Design
A cross-sectional, descriptive design approach was
used to assess the quality of life.
Setting of the Study
 The study was conducted in KSDC hospitals and
Meenakshi Multi-Specialty Hospital in Thanjavur.
Population
Patients who suffered stroke not more than 1 year
present during the study in Thanjavur District.
Target Population
All chronic stroke patients (not more than one year)
present during the study.
Accessible Population
All chronic stroke patients visited in KSDC
hospitals and Meenakshi Hospital Thanjavur.
Sample
A list of stroke patients who meets the criteria and
willing to participate for the study in KSDC and
Meenakshi hospitals at Thanjavur.
Sample Size
500 chronic stroke patients were included in the
present study
Sampling Technique
Purposive sampling technique was used to select
the sample for the study.
Criteria for Sample Selection
Inclusion Criteria
Patients who are:
• Both genders,
• Medically stable
• diagnosed with stroke up to 1 year prior to the
present study
• Age between 25 to 70 yrs.
• Willing to participate in the study
• Available during the time of study
• Ability to follow verbal instructions.
Exclusion Criteria
Patients who are:
• Inability to speak, dementia,
• Verified psychiatric disorders,
• Failure to complete the questionnaire and/or to
understand its contents,
• Elapsed time of over 1 year since stroke diagnosis.
Description of the Tool
There are two sections tools were used. They are;
Section A: It consists of two parts: part I- Basic
information about patient Demographic Variables it
consists of 10 items & clinical information about patient
by Clinical data it consists of 10 items and modified
NIHSS (10 items) used in order to determine the
inclusion criteria. No score is allotted for this section;
this data is used for descriptive analysis of patient data.
Section B: This section consists of modified SS –
QOL scale to assess the physical & psychosocial
outcome after stroke. Researcher divided this scale
in to two components physical and psychosocial
component, physical outcome measure has 6 subtest
energy (3) mobility (6) self-care (5) vision (3) upper
extremity function (5) work productivity (3) and
psychosocial outcome measures has 6 subtests family
roles (3) language (5) mood (5) personality (3) social
roles (5) thinking (3).it is measured by 5 point scale.
Scoring of the items ranges from 5to 1 respectively no
help to total help. Classification is made based on
the percentile.
Scoring Procedure
Based on the percentage of scores quality of life
were graded in four categories. They are “poor”,
“fair”, “good” “very good”.
Psychosocial out come Physical outcome 
 Frequency  Percentage Frequency  Percentage 
Poor   20-40 20-40 21-42 20-40 
Fair  41 – 60 41 -60 43-64 41-60 
Good  61 – 80 61- 80 65-86 61-80 
Very good   81- 100 80 - 100 87-105 81-100 
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Tools are prepared in English and translated in Tamil
Reliability & Validity of the Tool
Patients were interviewed with use of Modified
stroke specific quality of life scale (SS – QOL) and
other indexes and scales were applied. The reliability
was assessed by using Cronbach’s alpha (internal
consistency) and test-retest by using Spearman’srho
scores; the acceptability was evaluated by the floor
and ceiling effects . Results: Ceiling and floor effects
were observed for fewer than 20% of the patients.
The overall internal consistency of the questionnaire
was greater than 0.7 (Cronbach’s á), with only two
domains (family roles and personality) having lower
internal consistency values. The results displayed
high test-retest reliability: all domains had
Spearman’s rhoscores of over 0.8. The questionnaire
has adequate construct validity. Conclusions: Our
preliminary results showed that the psychometric
properties (acceptability and reliability) of the Tamil
SSQOL questionnaire are good, encouraging, and
comparable to those of other similar studies.
Data Collection Procedure
 Data collection was done from the month of March
2013 to August 2013.The permission was obtained
from authority of the hospitals. Patients suffered with
stroke who fullfils inclusion and exclusion criteria
were selected. Medical case records were analyzed
for eligibility to participate in the study, purpose of
the study was explained and written consent was
obtained from each participant. The investigator
established rapport with the subjects to win their
confidence, and to get cooperation. The time taken to
complete the questionnaire was approximately 15 to
20 minutes.
Plan for Data Analysis
Data analysis was planned based on the objectives
stated in the study by using descriptive and inferential
statistics. The plan for data analysis was as follows.
• Consolidation and organizing the data in mater
sheet.
• Tabulate frequency and percentage for the
analysis of demographic & clinical characteristics
of the subjects.
• To associate the demographic & clinical
characteristics of the subjects with quality of life
by chi-square test.
• To correlate the psychosocial factors with
physical factor of quality of life.
Results
Section I
Frequency and Percentage Distribution of the
Demographic variables of Study Participants
(N = 500).
A comparison of the demographic characteristics
of the study participant of Study Participants showed
there were no differences between the groups in age,
domicile, socioeconomic status, and occupation.
There was a significant difference between the
groups in education and income. This indicates that
the groups did not differ in most of the personal
characteristics
Section I A
Frequency and Percentage Distribution of the
Clinical variables of Study Participants (N = 500)
A comparison of the clinical characteristics of the
study participant in the experimental and control
group showed there were no differences between
the groups in types of stroke, Location of lesion,
location of disabilities, level of upper motor
function, and severity of stroke time since stroke
and compliance of treatment. There was a
significant difference between the groups in
premorbid condition & associated illness. This
indicates that the groups did not differ in most of
the clinical characteristics.
Section II
Table 1: Distribution of quality of life among stroke survivors N = 500
S. No Level of  Outcome Psychosocial  Outcome Physical Outcome 
  N % N % 
1. Poor 246 50 226 45 
2. Fair 226 45 248 50 
3. Good 28 5 26 5 
4. Very good 0  0  
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Section III
Description about association between quality of
life and demographic & clinical variables among
Study Participants.
Inferences
Above table shows association between
demographic variable and quality of life of stroke
patients there is no significant association between
Fig. 1:
Sl. No. Variables Chi square P value Level of Significant 
 Psychosocial  
1 Age         14.81 0.415 NS 
2 Domicile 2.314 0.575 NS 
4 Occupation 0.075 0.171 NS 
5 Income 1.142 0.186 NS 
6 Socioeconomic status 0.416 0.612 NS 
7 Personal habit 0.874 0.014 NS 
8 Family support system 5.010 0.024 S 
 Physical  
1 Age 0.112 0.154 NS 
2 Domicile 1.142 0.375 NS 
4 Occupation 0.075 0.171 NS 
5 Income 1.120 0.729 NS 
6 Socioeconomic status 1.820 0.177 NS 
7 Personal habit 0.174 0.914 NS 
8 Family support system 4.086 0.004 S 
a”2 Value with P < 0.05
NS- Non significant, S- significant * significance level – 0.05
Table 2: Association between quality of life and demographic variables among Study Participants.
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patients scores when compared to the Age, Domicile,
occupation, religion, Income, Socioeconomic status,
Personal habits of patients in psychosocial and
physical outcome of quality of life, whereas there is a
significant association with Family support system
and quality of life.
Table 3: Association between quality of life and clinical variables in Study Participants
Sl. No. Variables Chi square P value Level of Significant 
 Psychosocial   
1 Type of ischemic stroke 1.857 0.395 NS 
2 Location of lesion 2.534 0.114 NS 
3 Location of disability 0.104 0.741 NS 
4 Level of upper motor function 0.996 0.608 NS 
5 Pre morbid condition 3.311 0.191 NS 
6 Severity of stroke as per NIHSS 4.521 0.119 NS 
7 Time since stroke 3.896 0.143 NS 
8 Associated illness 2.564 0.197 NS 
9 Compliance on treatment 5.654 0.010 S 
 Physical   
1 Type of ischemic stroke 1.857 0.395 NS 
2 Location of lesion 2.541 0.146 NS 
3 Location of disability 3.143 0.208 NS 
4 Level of upper motor function 1.472 0.125 NS 
5 Pre morbid condition 2.456 0.163 NS 
6 Severity of stroke as per NIHSS 4.524 0.008 S 
7 Time since stroke 3.546 0.421 NS 
8 Associated illness 1.256 0.602 NS 
9 Compliance on treatment 5.894 0.009 S 
   a”2 Value with P < 0.05
NS- Non significant, S- significant * significance level – 0.05
Variables R- Value Correlation Coefficient 
Psychosocial & Physical Outcome  1.23 Positive correlation 
Table 3: Correlation of psychosocial and physical factor in quality of life among Study Participants.
Inferences
Above table shows association between clinical
variable and quality of life of  stroke patients there is
no significant association between patients scores
when compared to the Type of ischemic stroke,
Location of lesion, Location of disability, Level of
upper motor function, Pre morbid condition, Time
since stroke, associated illness in psychosocial and
physical outcome of quality of life, whereas there is a
significant association with Severity of stroke as per
NIHSS, Compliance on treatment and  physical
outcome of  quality of life.
Section –IV
Correlation of psychosocial and physical factor
in quality of life
The  data  presented  in  this  table  showed  that  r-
value  1.23  indicates  a  positive  association  between
Psychosocial & physical outcome of quality of life
hence it indicate that psychosocial factors directly
influence the physical outcome of quality of life.
Conclusion
Results show that psychosocial aspect of health
is affected equally with that of physical health so
researcher concluded that psychosocial aspect of
health which directly influences the physical
function of stroke survivors. so coping abilities to be
improve for better adherence to the physical therapy
. As coping strategies and mirror therapy can be
offered as a useful adjunct in stroke rehabilitation, it
would be beneficial if coping ability increase
adherence to the physical therapy will also increase
ultimately quality of life also good. Mirror therapy
can be implemented in clinical settings. And also it
can be practice in home care settings by patient itself.
Recommendations
1. A Experimental study can be conducted with
comprehensive intervention programme to
improve the quality of life among stroke survivors.
2.  A study can be conducted on psychosocial aspect
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and identify the new coping intervention for better
adherence of stroke therapy.
3. A comparative study can be done between urban
and rural stroke survivors to identify the self
efficacy of stroke management.
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Abstract
A continuous-flow pump, the LVAD directs blood from the left ventricle to the ascending aorta. first approved
the LVAD for patients waiting for heart transplants; when used for this purpose, the device is considered a
bridge to transplant. While a heart transplant is optimal, demand for donor hearts far exceeds supply. For
that reason, LVADs have become increasingly popular as a destination therapy Post implantation nursing care
is crucial to the success of left ventricular support device therapy and long-term recipient outcome. Nurses also contribute
to cost containment, making this a viable treatment for the facility and the patient. Consequently, nurses must be
educated about left ventricular assist device concepts and challenges, the benefits of device placement, intensive care unit
and postintensive care unit daily care requirements, and outpatient preparation. This knowledge will enable nurses to
provide necessary care and to educate recipients, families, and community health care providers on how to give appropriate
post hospital care.
Keywords: Not Provided
Introduction
The changes brought about by the
industrialization of society and urbanization
processes have led to changes in eating habits,
sedentary lifestyle, obesity, and smoking habits in
the population. Such changes are responsible for the
increased incidence of cardiovascular diseases. Two
million new cases of heart failure (HF) are diagnosed
every year in developed countries,  twenty-three
million people are affected globally, representing a
major public health problem Heart failure is a
progressive condition of the cardiac muscle with
frequent situations of immunological, mechanical,
neurohormonal, and ischemic disorders that may
cause changes in the structure of the pericardium
and cardiac endothelium.
The literature classifies the types of HF in left and
right. The left dysfunction presents reduced
contractility of the left ventricle (LV) with subsequent
reduction of the cardiac output and ejection fraction
(EF). The right dysfunction presents no pulmonary
edema and presence of signs of systemic congestion
(jugular distension, hepatomegaly, ascites, lower
limb edema.Heart failure is caused by hypertension,
ischemia (coronary artery disease), valvular
dysfunction, and cardiomyopathies, Hypertension
and dilated cardiomyopathy are relevant factors in
the evolution of HF.
IJSN
Volume 6, Number 3
© Red Flower Publication Pvt. Ltd
Dilated Cardiomyopathy and Congestive Cardiac
Failure Patient Undergone Left Ventricular Assissted
Device (Lvad)
Jayavel M.*, B. Venkatesan**
DOI: http://dx.doi.org/10.21088/ijsn.2277.467X.6317.7
Due to etiological factors 
 
Before CCF certain compensatory mechanism are activated 
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Due to etiological factors 
 
Before CCF certain compensatory mechanism are activated 
 
Activation Of stretch receptors (baro receptors) 
 
Stimulation of sympathetic nervous system 
 
Actvation of medulla oblongata(neucleus,tortorus,solitarum) 
 
Release  acetylcholine 
 
Stimulation of adrenal medulla 
 
Release adrenaline& nor-adrenaline 
 
Peripheral vaso-construction & increased myocardial contractability 
 
Increased venous return to the right atrium & increased cardiac output 
 
Severe damage of myocardium & decreased cardiac output,atrial pressure & blood supply kidney 
 
Neurohormonal activities 
 
Activation of renin-angiotension-aldesterone mechanism 
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Renin  converted into angiotensine- I &angiotension-I converted to angiotension-II with help of
angiotensinogene and ACE
 Angiotension-II 
 
        Vasoconstriction                                              Stimulation of adrenal cortex 
 
Increased afterload(is the tension or stress           Release excessive aldesterone 
developed in the wall of the left ventricle  
during ejection)                                              Increased sodium(NA+) reabsorption & oedema 
 
                                                             Increased preload ( it is the initial stretching of                             
 the cardiomyocytes prior to contraction) 
 Dilation of ventricles 
  
 Myocardial hypertrophy 
  
 Decreased cardiac output 
 
       C.C.F  
  
      RT side failure LT.side failure 
  
RT ventricle does’t pump the blood                       LT ventricle does’t pump the blood to aorta 
to pulmonary artery 
 
                                                                  Increased Pressure In The Lt.Atrium&Pulmonary Vein                                                                              
Increased systemic venous pressure                                              
Regurgitation                                                 backflow of the blood into alveoli & accumulation        
  
Peripheral oedema& Enlargement of jugular vein                         pulmonary oedema 
 
Jayavel M. & B. Venkatesan / Dilated Cardiomyopathy and Congestive Cardiac Failure Patient
Undergone Left Ventricular Assissted Device (Lvad)
144
Indian Journal of Surgical Nursing / Volume 6 Number 3 / September - December 2017
Patients with HF presenting hemodynamic
instability require periodical hospitalizations in
order to improve their clinical condition through the
use of inotropic agents and mechanical circulatory
support such as ventricular assist devices.
• The main function of VADs consists in ensuring
an effective systemic perfusion, avoiding
multiple organs dysfunction, providing
improvement of the cardiac output and
pulmonary edema, reducing the central venous
pressure, and reducing the neurohormonal
activity activated.
Case Report
47 year old male  patient H/O Dilated
Cardiomyopathy with Congestive Cardiac Failure
came to hospital  with complaints of  shortness of
breathing , pedal oedma and abdominal distension  .
ECHO was done patient is having severe LV
dysfunction with EF ejection friction-14%than
patient admitted in  cardiac care unit vital signs are
taken Heart Rate-98 b/mts,Respiratory Rate- 32 b/
mts,Bp-88 /52 mm hg  SP02-98%, S1,S2sounds
present. blood investigation done  urea-128, creatine-
5.3, na-144 k- 4.0 ,Ca- 8.4 Uric Acid-.6.3 ,Bilirubin-
8.5, SGOT/SGPT- 418/361 alkaline phosphate-182,
HB-11.2 RBC-4.10 HCT – 34.4 , TLC – 11.4, Platlet-
159,PT- 16 SEC, INR-1.48, ESR- 26 .patient  received
treatment, inj DOPA 200/50 @4.0. Ml/hrINJ.
cefotaxime1g iv tds  ,inj: lasix20mg iv bd, tab.
aldactone25 mg od for 2 weeks than patient
discharged,after 2 months LVAD surgery done.
After surgery ,this patient received with on Prvc
FIO2 80% RR- 18  mts/ min  ABG analysis done- PH-
7.41,po2- 175, pco2-38.7,Be- -2.6, HCO3-22.6,Na-
140.,K-3.83,ca- 1.0, Hb-10.5 Hct -32.5, Lac-2.6, Cl-105
, vita signs are Bp-90/42 MMHG ,HR-112 b/mts,
RA-8, pherpheral temperature-31,patient  received
inotrops support, inj DOPA 200/50 @3. Ml/hr, inj
DOBUTAMINE 250/50@ 3.3 ml/hr,patient received
treatment inj; Cefotaxime  1 g iv tds, inj Amikacin150
750mg iv od, inj; pantocid 20 mg iv od, injTremadol
25 mg iv tds ,inj Perfalgan 250 mg iv qid, IVF-RL@ 50
ML/HR.   I/O chart moniotored With favorable urine
output. The patient regained clear consciousness
after 3 hours, acceptable mean arterial blood pressure
(85 to 90 mmhg) after 6 hours patient weaned off
from ventilator 7th post of day.  after 4 weeks patient
discharged successfully.
Nursing Assessment  Based on System
Cardiac
• Pump function
 LAVD pump flow -3.0 to  4.5 L/min
 LAVD pump speed – 4800 to 6500 rpm
 LAVD pump power – 3.6 to 5.7 volta
• Central pulse present
• Peripheral pulse not present due to continue flow
•  Peripheral temperature is -31.3 c
• Right atrial pressure is 16 –22 mmHg
• CVP 8 – 10 mm hg
• Urine output is 50-75 ml/hr
• Mean atrial pressure is 80 to 90 Mm Hg
• Heart sounds S3/S4 not present
• Others heart sounds- (murmurs) not present
• Rales-nil
• JVD-no jugular vein distension
• Peripheral oedema- not present
Respiratory
• Patient on ventilation support Prvc Fi02 -50% RR-
24/Mts.
• Bilateral equal air entry present.
• Oxygen saturation is  98%
Patient endotracheal secretion are thick white
present .
Hematology
• Assessed for bleeding:  chest tubes, incisions,
drive line site
• Chest tube drainage minimal
• Checked ACT,PT, APTT and INR Level.
Neurologic
• Pain management and sedation
• Pupillary reflex present
• Corneal reflex present
• Doll eye reflex present.
• Patient  is clear conscious
• Spontaneous eye opening present
Gastrointestinal
• Patient abdominal girth is 34 cm.
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• Bowel sounds present
• Nutritional assessment done patient height-
166cm,weight-48kg,
• Blood glucose control
• Promote gastrointestinal motility post op
• Assess pre-albumin levels
Renal Function
assess for adequate perfusion & functioning
• Monitor/replace electrolytes
• Monitor urine output
• Monitor BUN/creatinine
Postoperative Nursing Management
Emergency Management
• After implantation, the patient is returned to the
intensive care unit.
• Fluids are given to maintain pump flow index
(pump flow ÷ BSA) at greater than 2.0 L/min/m2
with central venous pressure and left atrial
pressure less than 20 mmHg.
• Patientst  received inotrops support inj DOPA
200/50 @3.0ml/hr, injDOBUTAMINE 250/50@ 3.3
ml/hr, to improve the contractibility & pump flow.
• Administered afterload reducing agents Inj NTG
20/50 @ 3.0 ml/hr as per physician order
.(increased afterload reduced the LVAD output,
promote stasis and risk for thrombosis formation)
• In the event of an emergency, such as a cardiac
arrest, patients with the HeartWare® System may
be defibrillated with either an internal or external
defibrillator. The HeartWare® System can be left
on, nothing needs to be turned off or disconnected.
• If chest compressions are performed, confirm
function and positioning of LVAD® Pump once
the patient is stable.
Cardiac Monitoring and Blood Pressure Maintenance
• Monitored the mean arterial pressure (MAP). If
more than 90 mm hg it reduce the pump flow.
• MAP monitored and maintained at <85 mmHg.
If more than 90 mm hg start vasodilators
• The blood pressure manually auscultated with  a
Doppler probe not with Stethoscope (due to
continuous flow) .
• Aterial line more accurte. Arterial line reflects
patients left ventricular function
• Monitored CVP & right atrial pressure to detect
right ventricular failure.
• Avoid Lateral decubitus and trendelenberg
position in order to reduce the preload and
decrease the pump flow
• Checked atrial blood gas , serum electrolytes 3rd
hourly and Maintained adequate acid base
balance( hypoxemia, hypercapnia , acidosis can
cause low LVAD output)
• Monitored dysarrythimias (arrythimias can
impair the function of RV)
• Avoided frequent suctioning ( suctioning
reduced the pump flow)
 Anticoagulation
• Prolonged INR can be associated with significant
postoperative bleeding.
• The INR, PTT, and platelet count should be
performed prior to HVAD® Pump implantation.
• The return of each of these parameters to a normal
range prior to LVAD® Pump implantation is an
important goal.
• Administerd low-dose heparin at 10 units/kg/
hr on postoperative day one to a target aPTT of
40-50 seconds. If chest tube drainage should be
less than 40 ml/hr for approximately three hours
• Monitored lab values to help ensure the patient’s
INR is in the therapeutic range, typically 2 to 3.
• The recommended long term oral anticoagulation
regimen for the LVAD® Pump is a combination
of warfarin and aspirin.
• Aspirin started at a dose such as 325 mg/day
within 24 hours after implant, if there are no
postoperative bleeding complications.
Infection Control Guidelines
• For prevention of infection, removed unnecessary
IV lines and replaced old IV lines before lVAD®
Pump implantation
• Administer antimicrobial prophylaxis based on
the hospital’s nosocomial and microbial
sensitivity profile with sufficient coverage for
staph aureus, staph epidermidis and
enterococcus. Used pre-operative scrub with
antiseptic the night before and again the morning
of the operation. After HVAD® Pump
implantation, continue systemic antimicrobials
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prophylaxis for 48 to 72 hours.
•  Removed mediastinal and pleural drains after
48 hours of surgery.
• Turning the patient side to side can start once the
patient is clinically stable.
• Physical therapy and active range of motion
given on the first postoperative day.
• Make the patient sit to a chair and exercise as
soon as possible.
• Nursing measures to decrease infection include
frequent hand washing and strict aseptic
technique during contact with invasive lines and
during HVAD® Pump dressing changes
Driveline Care*
• To minimize the risk of infection, driveline exit
site dressings line routinely  changed.
• Used good hand-washing technique before and
after dressing changes.
• Always used aseptic technique.
• Changed dressings per institutional protocol/
guidelines.
• Once the exit site dressing is removed, the
driveline should be visually inspected for kinks,
tears or other damage. If blood is seen within the
lumen of the driveline, the implanting centre
should be notified immediately
• Performed exit site care every 24-48 hours using
an antiseptic cleansing agent, such as a betadine
solution. Following aseptic cleansing, rinse and
dry the site to avoid tissue injury.
• Aseptic technique followed anytime the dressing
is removed and the exit site is exposed, inspected,
dressed or handled. When performing exit site
care, weard a cap, mask and sterile gloves.
• Immobilized the percutaneous lead with occlusive
dressing and if necessary, Keep the extra external
length of the driveline under a binder or clothing.
• For wounds/incisions other than the driveline
exit site that require dressing changes and/or
other care, the ability of the patient and caregiver
to provide that care will be evaluated by the
implanting center.
• Treatment plans will be dependent upon this
evaluation.
Position Precaution
Lateral decubitus which one lung may cause
hypoxia and hypercania straining the RV
Reverse trendelenberg position decrease venous
return to the device.
Physical Rehabilitation
• Physical Rehabilitation begins as soon as the
patient admitted to the intensive care unit is
stable.
• Encourage early extubation, removal of
monitoring lines, and patient ambulation are
encouraged
• Physical therapy and active range of motion
started on the first postoperative day.
• Mobilized the patient under the supervision of a
physical therapist.
Patient Education
• Patient training is critical to ensure safe and
successful outcomes.
• Ensure that the patient is able to demonstrate
proficiency in operating the HeartWare® System
and in responding to emergencies
• At the end of the training, the patient should be
able to do the following:
 Identify the AC adapter and successfully connect
it to the controller and an electrical outlet.
 Identify the power ports on the controller and be
able to successfully replace batteries as indicated.
 Successfully recharge batteries with the battery
charger.
 Monitor the remaining battery time on each
battery according to LED light displays.
 Identify audible and text alarm messages on the
controller.
 Understand the meaning of alarms and
demonstrate appropriate responses to alarm
conditions.
 Successfully switch from one controller to another
controller.
 Understand the importance of not pulling,
twisting or kinking the driveline or power cables.
 Following hospital discharge, the patient’s
understanding of HeartWare® System operation
and alarms should be re-evaluated during routine
follow-up visits. This training should include
reinforcement of the procedure for switching to a
backup controller in the case of an emergency.
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